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CHAPTER I 
INTRODUCTION 
A consideration of factors that promote or hinder contin-
uity of medical treatment is of widespread interest among 
those who are concerned with the care of patients with any illl 
ness, In the ~ast several years, much thoughtful consideratio 
has been devoted to this problem by governmental units, hospitj 
al administrators, physicians, nurses and social workers, as 
seen reflected in changing medical needs and services. 
The many advances in scientific medical care has created 
the problem of long-term, disabling illness in an aging pop-
ulation. 
nchronic, long-term, or better still, prolonged ill-
ness'has been-receiving increased attention in recent 
years as the major medical-social problem of our times• 
In an era characterixed by dramatic victories over dis-
ease in general, the increasing incidence of prolonged 
illness presents a challenge to all those concerned with 
the provision of adequate care of the sick. Paradoxicall 
enough, the very advances made by medical science left us 
with the problems of a large residue of prolonged ill-
ness.n!J 
The control of communicable diseases, epidemics, and infant 
mortality has increased life expectancy• This has resulted in 
larger numbers of people being available to develop chronic, 
iJMinna Fields~ Patients Are People, Columbia University Press, 
New York, 1953, p. 7. 
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degenerating illnesses. It has become increasing~y necessary 
tp recognize the importance of providing adequate medical and 
social services to effect optimum rehabilitation for those pat 
ients with long-term illnesses. 
The United Community Services, serving forty-eight com-
munities in Metropolitan Boston~ is a council of social agen-
cies which has the responsibility for social leadership ~n 
planning and financing health and welfare services within the 
community. It is dedicated to serving the medica~ and social 
needs of all people of greater Boston through its member agen~ 
cies, both voluntary and tax-supported, in their attempts to 
provide good health, happy c~ildhood, sound family life and 
well-adjusted citizens. The agency has assumed responsibility 
for planning for the development of sound health programs, pre 
vention of illness and care of the sick; for social services 
for children, families, the aged and for medical social work. 
They have been active in the field of recreation in planning 
services for neighborhood houses, youth services and other 
organizations which promote good citizenship in the community. 
Research activities are undertaken including special studies 
and other fact-finding projects to assist in more effective 
. 
planning, budgeting and other activities. 
The public and other member agencies are informed of Un~ 
ited Service activities through their Public Relations section 
which promotes an understanding of its service, enlisting pub-
lic support. The local representation division emphasizes the 
. •' 
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concept of one community in planning, budgeting and fund"rais-
ing for social, health and welfare services. The budgeting 
and allocating division is concerned with budgeting and approp] 
riation of funds raised by the annual Red Feathe~ Campaign, onll 
the basis of community needs to the various f~nancially partie 
ipating agencies. 1/ There is a divisional committee on re~ 
creation, informal education and group work. 
One of the specific purposes of this organization is the 
study and gathering of factual data related to health-~d wel-
~are needs of the people whom it serves, to determine the 
effectiveness with which these are peing met by existing ag~ 
encies, and initiating improvements and developing new s~rvioe 
in indicated areas to meet changing needs. Relative to this, 
the United Community Services, through their Medical Care Evall 
uation Studies Program of the health division under the direct·. 
ion of Dr, Leonard s. Rosenfeld, conducted a research study in 
the area of continuity of medical care. The general purpose 
of the Medical Gare Evaluation Studies is the development of 
practical methods for evaluating the.medical care service of 
an urban community. Other staff members in this study of 
-
tinuity of medical care included Dr. Avedis Donabedian, a Med 
ical Associate, anQ. Mrs. Ruth Cow.:i.n, as a Social Work Consult 
ant. Boston University and Simmons School of Social Work wer 
represented in this study through their participant foo~ stu-
dents! 
3 
•rcontinui ty of medical care implies the availability 
o~ appropriate services when and as neededt and the effect 
ive co-ordination of servicres to assure adequate exchange 
of information among specialized agencies, and to assure 
continued responsibility for the patient." 1/ . 
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In this study, consideration is bei~g given only to' the first 
element of thts definition, namely, the availability of approp~ 
riate services. ' It was agreed that a di!l{ferent form~'o:l!- .s.tu.{ly 
would have to be designed in order to f'ormulate any meaningful 
judgments with regard to referral and information ex~ha~ge. 
Purpose and Scop_e.- ... The purpose of total medical care is 
the integration of scientific medical care with the social trea ... 
ment of the person as a whQ~e patient with his emotional com-
ponent parts. The patientls medical illness affects his whole 
life sit~tion and his social situation and emotional attitudes 
influence his ability to u~e the treatment which advanced med-
ical science has made available~ As scientitic knowledge has 
expanded, increasing specialization has resulted, representing 
. 
progress in mediea1 science and methodology with improving 
standards of professional care. This has resulted in de-perso 
alization of services, a loss of patient contact affecting a 
break in the continuity of care, ~ Recognition has been give 
to :progress achieved by me~ica+ science in arresting disease 
with increased longevity and this has resulted in hospital re~ 
sponsibility for the ~tient beyond the time he leaves this 
1/ -Leonard s. Rosenfeld, llit.D., U~published material. 
~ United Community ~ervices, Medical Care Evaluation Studies 1 Unpublished materialt p.l. 
treatment setting, These factors assume importance with the 
extensive increase of chronic illness necessitating long-term 
comprehensive care in udiagnosis, therapy, rehabilitation and 
the necessary supporting social services.n !/ 
This problem has been recognized as a characteristic feat-
ure of large urban populations but there is sparse information 
relating to the actual size or exact nature of this problem. 
This study is designed to develop practical methods for 
measuring the effectiveness of medical follow-up care after hos 
pital discharge, investigating the availability and continui~y 
of medical and re.lated services utilized in response to the 
needs of the patients. An attempt is made to answer the follow 
ing questions: 
1, Did the patient receive the services recommended after 
discharge?. 
2. What were the factors that may have hindered his pro-
curement of needed services as related to continuity of care? 
Selection of Cases.-- This study represents one part of a 
group study undertaken by three Boston University School, of So -
ial Work students, one student from Simmons School of Social 
Work, and Mrs. Ruth Cowin, a Social Work Consultant in the Med-
ical Care Evaluation Study Program of the United Community Ser-
vices. Other staff members of UCS included Dr. Leonard S 
feld, the Director of the Medical Care Evaluation Studies 
Dr, Avedis Donabedian, a Medical Associate, who served in 
1/Ibid., P• 1. 
fi, 
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visory, administrative oapaoity for the study. !/' 
Gases were selected by resident physicians in eaoh of the 
three hospitals from certain d;J.~gnostio gro·~J?S Within seleoted 
bands of severity of illness and degree of disabil~ty, represe~t­
ing ohronio illnesses which were categorized into severe diab-
etes, severe rheumatoid arthr~tis and o~rdiovasoular disease 
wit~ functional impairment. All of the patients were ward qases, 
treate'd at one of 'three general hospitals, Be&ton City Hos:pital, 
Beth Israe~ Hospital and Massachusetts General Hospital, who 
' were discharged within a speoifio three month period, Septembe! 
through November, 1956. 
The sample of ~~ghty-four oases was divided among the five 
persons oonoerned with this ~tudy on the basis of the particula·r 
hospital where the patient received his treatment. ~his resultr 
ed in a representation of hospitals within the community with t.~ '· 
different auspices. The writer is studying fifteen cases of 
patients who received :oare at the Bosto~ City Hospital. 
Methods of Procedure.-- Each patient, and/or his family 
was seen in a follow-up interview in the period of three monthf 
after hospital discharge to determine which services had been 
!/The four other theses have the same major title as this with 
the following subtitles: 
Ruth Cowin, A Social Worker's Evaluation~ Fifteen Patients 
Studied at Beth Israel Hospital. 
Keila Goldman, A Social Worker's Evaluation ]! Nineteen Patien~s 
studied~ Massachusetts General Hospital. I 
Melanie Houchins, ! Social Worker's Evaluation£! Nineteen~­
ients Studied at Massachusetts General Hospital. 
Doris Kitt~ A Social Worker's Evaluation £! Sixteen Patients 
Studied at Boston City Hospital. 
reoeived, oomparing these servioes with those that had been re~ 
oommended at the time of disoharge to evaluate the adequaoy of 
these serv~oes. Patients were given every opportunity to ex-
press their feelings about their illness, medioal oare and pro-
blems, if any, encountered aroun~ these areas in his home-oomin • 
A ~iform sohedule was formulated and oompleted by eaoh partic-
ipant in this study group on her assigned oases within the 
struotured interview• The use of sohedules was required in or-
der to obtain the preoise data desired. The writer refers the 
reader to the s.ohed~le in the Appendix. 
Limitations of the Study.-- Due to the small number of oas 
es studied by eaoh participant, whatever oonolusions are drawn, 
will give only an indioation of suggestions of pr?blems whioh 
may exist, but m~ not be valid to judge all future oases. Thi 
faotor necessarily limits the validity of oonolusions when app-
lied to all future .oases. 
The availability of literature was limited with regard to 
this study area whioh oould have given speoifio information on 
whioh to base findings~ General information on one of the dis~ 
eases and its emotional oomponents, .oharaoteristio of d:i,agnosti 
seleotion, was used instead. 
Within the study period, two patients in the writer's grou· 
expired and information had to be obtained from the families of 
the patients~ Th~s, direot patient-~~terview oontaot was not 
maintained in these oases. 
The analysis of the data is aohieved on the basis of 
7 
one interview. Therefore, the validity of the writer's eon~ 
elusions must be considered against this one aonta?t with the 
patient (excepting those two patients who expired)• Although, 
muah of the factual material was derived in schedule form, suet 
evaluations as the emotional attitudes of these patients to-
wards their illness was judged by the writer's s~andards, yet 
fortified by education and spme past experience. In only three 
instances, these observations were confirmed by social service 
records in the Department of Social Work, and they were avail-
able to the writer as a reference resource. 
The entire context of the st~ted definition of continuity 
of medical care relating to the co-ordination of servioes 
through referral prooesses and information exohange w~s not 
fully explored in this study which only attempted to study the 
' 
availability of appropriate resouroes. This constitutes a fur 
ther limitation on the scope of this study. 
8 
CHAPTER II 
TEE SETTING OF THE BOSTON CITY HOSPITAL 
All of the persons in the writer's study who have been 
followed to determine continuity of medical care, were patients 
within a specific three month period at the Boston City Hospit.l 
al, It was felt that it would be helpful to pr~sent informat-
ion concerning the setting in which they were hospitali~ed in 
order to facilitate understanding of ·the patient group.-
The Boston City Hospital is one of the great general hos-
pitals in the United States, ranking as the third largest of i,a 
kind in the country, It was established in 1864, with a bed 
capacity of 208, being devoted to the care of the sick and in-
jured residents of Boston. When the medical need for the est-
ablishment of a municipal hospital was recognized, a former re· 
sident of South Bcston, Elisha Goodnow, contributed a legacy 
of $2600 to the City of Boston, on the condition that sufficie,t 
additional funds be provided to build a hospital in Ward Eleve) 
or Twelve, which was part of the city popularly designated as 
the South End. 1/ The City owned several acres of land in thi 
area and the hospital was built on the site of the old fair 
grounds~ bordered by the Roxbury Canal. With large population 
shifts over the past decades of years, this geographical area 
!}Committee of Boston City Hospital, History of the Boston City 
Hospital, Municipal Printing Office, Boston, 1906, p,l. 
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has beoome a large, general, rooming house seotion, peopled by 
low inoome, transient groups. 
· It is a publioly administered hospital, under the direot-
ion of looal munioipal authority, deriving its major support 
from tax funds. It is governed by a board of trustees, re~ 
presenting the oommunity. Administration lies in the person 
of Dr. ~ohn F. Conlin, who is titled, Direotor of Hospital and 
Superintendent, who is direotly responsible to the Board of 
Trustees. The Medioal and Surgioal staffs represe.tlt. the Exea-
utive Committee and it is their responsibility to se~ up stand-
ards, formulate polioies and make reoommendations to the Board]f 
Its twenty-six services inolude surgioal, medioal, orthropedio 
obstetrics, gyneoology, oral surgery, thoracio surgeryt neuroll 
ogical, pediatrios, ear, eyes, nose and throat, urology, skinJ 
radiology, pathology, anesthesia and ~sy.chiatry. 
This hospital has pioneered in the development of the use 
of x-ray, in pathology research and in clinical investigations 
The Department of Radiology is one of the largest in the Unite 
States. 1/ The Boston City Hospital was the first one to 
a bone bank which has been in operation since ~uly, 1948, serv 
ing as a souroe of bone to be used ~or other hospitals as well 
The cultural diagnosis of diphtheria was instituted here and 
• 
the use of antitoxin in diphtheria was perfeoted here. ~ 
!/Boston City Hospital, Appointments As Interns and Residents, 
~uly 1, 1956 - J~ly 1, 1957. 
~Boston City Hospital, Friends of the B~ton City Hospital, 
Bulletin, {~une, 1950). Vol. 1, No. 4, p. 4. 
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The number of house officers is 315 and the consulting 
visiting staff has 350 members, 
social service has a staff of 44 
The nursing staff averages 685, 
• and non-professional worker~ , 
number 2, 291. The bed capacity, including the Sanatorium div-
ision and the South department, is 2,537. The n~ber of pat-
ients treated in the out-patient department averages 36,318 
yearly, with a total of 279,390 visits. !/ 
In addition to the hospital and the out-patient clinics, 
~ 
there are three additional building units under the management 
and supervision of the Boston City Hospital• There is the fam-
ous South department which cares for forty or more children 
who have contagious diseases. This was the first of such fever 
hospitals in this country. The Boston Sanatorium, located in 
the Mattapan section of the city, is actively concerned with 
the diagnosis and treatment of tuberculous patients. Also 
a~filiated with the Boston City Hospital is the East Boston Re-
lief station which provides emergency medical care. This was 
originally set up in this area to compensate for the lack of 
other medical facilities. 
The Boston City Hospital is a teaching hospital, In addi1~ 
ion to its many facilities for patient care, it offers full un-
iversity training programs for physicians and surgeons at the 
undergraduate, graduate, and post graduate levels. One or more 
11 
of three schools of medicine, Boston University, Harvard, and 
Tufts Medical Schools ~re represented in all of its department~sr 
which serve the purpose of insuring high standards in providin 
.!lledical ,eare .to its pa tien.ts and which contribute to the contin;~-o 
uous education of its staff. 
It conducts a ~raining school of nursing which was est-
ablished in 1877, being the fifth of such schools in this count~ 
ry. Up to the present time, it has been estimated that over 
3,200 graduates have obtained preparation for this growing pro-
fession. They are guided by the concept that nursing is a sci-
ence and an art, the primary functions of which are the ?are of 
the sick, promotion of health and the establishment of sound, 
communit~ relationships, Their education is geared to the un~ 
d.ers·tanding of human behavior, community resources for mainten-
ance Qf health, as<well as principles of nursing care, common 
• l 
diseases and the total therapeutic plan+ The School of Nursin~ 
meets the standards of the Commonwealth and is accredited by 
the National Nursing Service, The De~artment of Social Work 
takes responsibility for teaching student nurses by conduct-
ing a course in modern social and health problems which consist~ 
of a survey of social and health agencies concerned with the ia• 
provement of social welfare. This course also gives the stu~ 
dents an appreciation of the social and economic implications 
of illness and how adjustments are made to facilitate recovery • 
. . 
The Department of Social Work functions to assist patient~ 
under the care of this medical institunion to meet their socia~ 
12 
needs and problems which accompany or result from illness and 
interfere with the patient's ability to uar.ry out medical recom] 
mendations. Through accepted casework methods, social services 
are ofrered to those patients who desire help through indiVidua 
social treatment, working jointly with the physicians in rein~ 
forcing medical care through social and emotional readjustment. 
Comm~ity resources are utilized whenever necessary in arranging 
conyalescent care following aeute illness, sanatorium care for 
tuberculosis, chronic hospitalization, nursing home oare, or 
specialized institutional care for the chronically ill, many of 
whom are aged, home medical and nursing care through the use of 
home medical and nursing care agencies, care for t~ homeless. 
and transient patient, vocational rehabilitation, -and public an 
private relief, when necessary. 
In the hospital, medical leaders became aware of individ-
ual patients who had needs which were outside the realm of med-
icine but a vital factor in the medical treatment plan was bein 
neglected. With the development of specialization in a complex 
modern hospital system, it became impossible for physicians to 
know their patients as a whole and they were unable to follow 
through their medical recommendations. Recognition of the need 
for continuity and co-ordination of medical services resulted i 
the early beginnings of the formation of a Department of Social 
Wor~ to implement more effective results from medical care. 
Dr. John J. Dowling, Superintendent of the Boston City Hos 
pital in 1914, was concerned with tuberculous patients and the 
13 
problems of disease and pregnancy in young, ~arried mothers, 
many of whom did not receive continuous care as they did not re-
turn to the hospital ~fter one or two visits. Dr. Dowling re-
cognized their need to continue m~dical treatment for their ow~ 
physical and emotional well-being and for the social implicat-
ions ot such diseases Qn the community. Re secured the finan-
cial support and interest of the Committee of Women and startea 
the Social Servioe Department on Maroh 14, 1914. 
In the same year, the Trustees of the hospital graqted app,~ 
roval to these women, who were mostly wives of physicians and 
surgeons, to form a medical sooial work section, provided they 
would assume full financial responsibility, 1/ The primary 
foous of this group was to raise adequate funds to meet the mat-
erial needs of the patients. After they had demonstrated theiJ 
services for two years, they were able to obtain appropriatione 
from the City and in this way, they were able to continue the 
work which was started with private funds. The activities of 
the Committee continued supplementing finances for services al-
ready establis~ed and they undertook to support new services. 
In 1931, the ?rivate Co~ittee of Women was reorganized. .sev-
eral business men and doctors on the staff were added and its 
name was changed to the Socrial Service Committee by which it i~ 
currently known. It now serves the Department of Sooial Work 
!]Annual Report, Medical Social Work at the Boston Oity Rospit· §i, ootober, 1914-January, 1916, p,29. ' 
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in an advisory caDacity; and underwrites necessary medical and 
social projects, as well as providing opportunities for social 
work education. 
Miss Gertrude L. Farmer, a graduate nurse, associated with 
the Social Service Department of the Massachusetts General HOSD 
ital, was appointed to direct the social service activities. 
One desk in the open hallway of the out-patient department com~ 
prised the) entire equiDment. Following the trend of the times, 
the first staff members were nbt trained medical social workers. 
Even t8day, the demand is greater than the supply which the 
Schools of Social Work can p~~pare. Despite these limitations. 
Miss Farmer always stressed the importance of professional trai -
ing. y Her main ob~.ective was to point out the eff"ectiveness 
of a Deparmment of Social Work in order that the City might ass-
ume the responsibility for maintaining it. 
The Deriod from 1917 to 1930 was one of growth and increas 
in Dersnnnel. The group of six workers in 1914 increased to 
twent~ paid workers in 1920, with the City paying the salaries 
of ~ight workers. The Priva~e Committee continued to assume 
provision of the salary of the Direct.or which assured the leade -
ship of a well-trained and qu~ified professional person until 
1949• when the position of Director became an aDpointment, cer-
tified by the State Civil Service Commission, with the municip-
ality assuming ~he responsibility for salary. There was an ex-
pansion and elaboration of casework services to children, ex-
15 
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pectant mothers, in the Venereal Disease clinic, and in the med~ 
ioal and surgical services. 
During all these years, there have been only three direct-
ors. Miss Mabel R. Wilson succeeded Miss Farmer, and Mrsl Sahra 
s. Rapp, who is the ~resent director. She is directly respons-
ible to the chief executive qf the hospital ~or the administrat~ 
ive aspects of the Social Service Department, dealing with in-
stitutional policies, 
The major social service staff of the department is appoin~­
ed under the state's civil se~vice system. Exam~nations are 
g~~en intermittently fo~ the purpose of providing a list of per-
sons eligible to fulfill vacancies as they occur. The entrance 
requirements for the position of medical social worker specify 
that applicants must have at least two years of satisfactory, 
full-time, paid employment in the practice of medical social 
work under supervision in an agency maintaining acceptable 
standards. •Oom~letion of full-time training in a recognized 
graduate sch0ol of social work may be substituted, ye~r for yes~, 
for the req~ired work experience. The requirementst un~er the 
civil service system, for eligibility for these exam~nations 
r ~ 
are rather broad. Due to the shortage of trained personnel and 
the low salary which is oftered for beginning positions, Mrs. 
Rapp, the Director of Social Service, has had to accept those 
applicants·with college degrees who have expressed motivation 
to obtain further professional education in a school of social 
work. Many of· the staff employed on this basis have attended 
. 
graduate schools of social work, taking eourses on a ~art-time 
b~s~s for a ~eriod of at least one year. Many of the older mem-
bers of the staff do not have graduate education. 
t' 
17 
·There are twenty-five ~ositions in the De~artment of Social 
Work. ~here is one Princi~al Social Work Su~ervisor who functiotts 
as an assistant. to the Director, and in a su~ervisory capacity 
to other staff members. There ar·e five Medical Social Work Sup-
ervisors who carry out res~onsibility for from two to five work-
ers and ca~ry oaseloads of their own, due to the shortag~ of per 
sonnel. The ultimate goal has always been to reduce their ease-
loads to a minimum to enable them to devote their efforts prim-. 
arily to supervision but it has. not been ~ossible to achieve· thi[ 
objective. The American Cancer Society supports the salaries or· 
two medical social workers who caxry a caseload of cancer patien s, 
receiving ~eferrals from specific services. There is one neuro-
~sychiatric supervisor. The ~resent clerical staff at the main 
hospital consists of five persons. At the Sanatorium, there is 
one su~ervrsor, two medical social workers and one clerk. 
The Boston University Medical School s~onsors a Maternal 
and Child Welfare Progrrun, using the facilities of the obstetria 
al and ~ediatrio services, for the teaching of medical students. 
In this division, there are two programs, namely, the Maternal 
and Child Care Program, wherein medicaJ.l students taking the Hum 
an Ecology course, with its emphasis on the doctor-~atient rela 
ionshi~, and familial emotional, sociO-economic and biological 
!development, are assigned an expectant mother from the ~re-natal 
clinic, and she is followed by weekly visits from the medi~l 
student over a four month period, covering the mother and familf 
for two months before and after delivery. There is a senior med~ 
. ~ 
ical social workert administratively responsible for the Ecologl 
Program, who serves in a teaching consultant capacity to the me 
ioal students. She is assisted by a medical social worker in 
obtaining patients willing to participate in the program. 
In this unit, there is a Child Guidance Clinic where refer 
als are received from the pediatric services of the Boston City 
Hospitml and Massachusetts Memorial Hospital for ohildr~n who 
are presenting problems of behavior of a disturbed and emotiona 
nature. Intake and diagnostic interviews determine the treat-
ability of the family referred. If acc~pted, the mother is seel 
in the clinic on a wee~y basis by a social worker, and the chi]d 
is seen by a psychiatrist from a pe~iod of one to three years, 
The social service staff consists of a senior psychiatric';socia 
I worker, assisted by a junior psychiatric social worker •. 
There is a medical social worker attached to the Pre-Natal 
Metabolic Research Program, sponsored by the Boston University 
School of Medicine, which is studying the effects- of diabetes 
on pregnancy. 
The Department of Mental Hygiene is sponsoring a five year 
researcli program in maternal and child care which is being con-
ducted by a psychiatric_social worker with its emphasis on educ 
ation and prevention wi.th families who are hard to reach, It 
involves a follow-up study of patients who· have participated in 
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th& maternal and child care program, interpreting to these fam-
ilies the availability of resources of social agencies within 
the community to ~eet their specific needs. Thi~ program fur-
ther serves to demonstrate to social agencies the areas of soc-
ial needs and problems which exist within the community, about 
which little or nothing has been done, to date. 
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TAe Department of Social Work has also assumed responsibil 
ity for teaching students from schools of social work. Presently, 
there are three s.tudents from the Simmons School of Social WorkJ 
four from Boston University School of Social Work, and one from 
Boston College School of Social Work. 
The primary purp9se of the hospital social service depart-
ment is ~o provide soeial case study and treatment with a prim-
ary focus on medical social work, at present. Although the ul-
timate objective of medical casework is the same as that of 
thirty years ago when the department was established, the metho s 
and approaches have greatly changed. The social worker's under~ 
standing of human needs and behavior has expanded and deepened l1 
with the growing knowledge of the inter-relationship of s.o,ai'al ... _ ., 
work, psychiatry and medicine• 
At the Boston City Hospital, casework activities by the soa-
ial work staff have been classified into two groups, recorded 
and unrecorded oases. Selective criteria had to be utilized in 
this area due to the large volume of patients serviced daily at 
this hospital, which would have rendered it impossible to recor 
activity with each patient contact. Cases are recorded.when thJ. 
social worker assumes responsibility ~or helping thg patient to 
plan and carry out the medical treatment indicated, enabling the 
patient to make the best possible social adjustment within the 
limitations of his illness. The unrecorded cases, which com• 
prise the larger number o~ patient contacts, include brief ser-
vice, short-term contact, T~ese may be ~urther described as in 
terpretative services involving medical-diagnosis and treatment 
recommendations to the patient and his family; co-operative sha ·-
ing of casework responsibility with other active agencies withi I 
the community; discharge assistance to patients in formulating 
plans ~pr leaving the hospital; medical follow-up help to 
itate continuation p~ treatment at the hospital or in the comm 
ity; and exploratory interviews to determine the existence of 
social needs and problems. 
In the year o~ 1955, the total patients served were 106,652. 
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The number who received social study and treatment averaged 1,5 .!} 
As these figures demo~strate, patients receiving social study 
and treatment on whom the only recording is done by staff work-
ers, represents the minority by a large percentage of the total 
number of ~atients seen by social workers. This is emphasized 
only to the point where it might be seen what possible e~fect 
this might have on the patients concerned in this study with re 
gard to in~ormationt obtainable from these records on re~errals. 
!/Social Service Committee, Report for the Year~ 1955, Depart-
ment of Social Work, Boston City Hospital, p.2, 
jl 
The B~ton C~ty Hos~ital is intended primarily to serve alJ 
persons having a residence within the City of B,ostont regardless 
of their race, religion, color, social or economic status. Pat~ 
ients who are unable to pay for hospitalization are given ~r~~ 
ward care by the hospital staff, appointed by the.Board of Trust~ 
ees •. The admission policy of the hospital states that persons 
' 
who are non-residents of Boston may be admitted only as private 
21 
patients, i.e., paying patients in ~rivate rooms. Yett all aooi~­
ent or emergency oases desiring admission shall be admitted at 
any hour,. day or night. 1/ 
The Boston City Hospital was established to treat patients 
suffering from curable diseases. ~ It does not provide chronic, 
long-term care and does not admit patients whose illness is suer, 
unless there are urgent symptoms in an acute stage which appear 
capable of being relieved. 
The facilities and services of the out-patient clinics are 
p~ovided only to those patients who ar~ residents of Boston and 
who are :financially unable to seek the se.rvices of a private phj~­
sician or other fee olinies~ and for those in need of ambulatorj 
care. There has never been any fee attached to the out-patient 
department service. The cost of prescribed medication is borne 
by funds available to the Social Service Department on an as 
1/Boston City Hospital, The Sixty-Seventh Annual Report of the ¥rust~e~ of the Boston City Hospit~l," 1931 p.l, 
~Greater Boston Comm~ity Council, Directory of Social Resouro s 
of Greater Boston 1 1947, p.26. 
~ 
I 
needed basis, determined financially. 
Sinoe this hospital is a oity instit~tion, it is not possi ~ 
le for it to be selective in the admission of patients. Of neal 
essity, it must consider all of those patients who fulfill thes 
admission standards. As a oivio hospital, it bears mark of all 
suoh organizations in that patients denied admission to private 
institutions are automatically referred to the Boston City Hos-
pital. The material presented provides a olue to the general 
eoonomio and sooial status of the patient group in this study. 
As a public hospital facing the difficulties of growth, 
this hospital deserves much credit for the flexibility with whi)h 
it developed its medical programs to meet the changing needs of 
the community it serves. Its saientifio spirit has been stead-
ily growing, keeping pace with its physical growth. 
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CHAPTER III 
ANALYSIS OF MEDIC.AL DATA 
Patients selected for this study were from specific diag-
nostic groups within a criteria of illnesses with a particular 
severity and marked degrees of disability to meet the require-
ments of chronicity in illness requiring continuous medical carJ. 
Cases of heart disease, rheumatoid arthritis and diabetes I 
were selected as falling within the ~rescribed limitations of 
sample selection. The specific descriptive nature of each waa 
set forth as follows: 
l• "Heart disease with a maximum functional capacity of II, 
or a maximum therapeutic classification of C, according 
to the oritl;}ria of the New York Heart Association," 1./ 
2. Rheumatoid Arthritis sufficiently disabling to make it 
diffioult or impossible for patient to pursue normal 
activities (employment, housework, attend sohool) for a 
~erson of the patient's age, sex and physical developme]t. 
3, Severe diabetes - patients requiring at least 30 units 
of insulin a day, or oases requiring less insulin who 
have one or more complioations of diabetes, such as neur1 ~­pa thy, severe vascular disease, renal disease and ocular· 
pathology." E) 
The severity was further olassified as nmildn, nmoderaterr illnesr, 
and •severe" illness. "Mildness" denoted illness with slight o1 
absenoe of disabling of disabling symptoms, providing little ,or 
1/New York Heart Association, Nomenclature and Criteria for DiaJ-
nosis of Diseases of the Heart and Blood Vessels, ~ew -~~x:J;,~ _1~55, 
P• 3, - ~·-· 
E./United Community Services, Instructinns for Completing of Med-
1 ioal Inventory Study of Continuitl of Medioal dare, Vnpublished 
material. 
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no danger to longevity or functional ability if reasonably good 
medioal oare was obtained. "Moderately disabling symptomatology!' 
was to be d~signated by moderate illness and to imply limitation 
pf normal"habitndes and ooonpational pnrsnits as evidenced by t~r 
ohronologioal age of the patient, or applied if a long range dan« 
ger to li;te or oompe:tenoe was observed, Se:verely disabling sympll 
toms evidenoing an immediate life danger and seriously threaten~ 
ing oompetenoy were oonnotated by the designation of severe ill-
ness, The stage of illness at the ti:me of hospital disoharge 
was individualized by the following oode: 
1. nAn - oured 
2, "B" .- improving rapidly 
3. non ... improving slowly 
4. "D" - unohanging 
5, "E" -.deteriorating slowly 
6. "F" - deteriorating rapidly 
7. "G" - fiuotuating 
a. "H" - undetermined 
The preoeeding explanation will serve to effeot a better under-
standing of the following table in whioh the illness, stage, se 
erity and pro_gnosis of the patient group are individually oat-
egorized. 
As oan be seen in Table I, two patients had rheumatoid art 
ritis; three had diabetes; five had both heart disease and dia-
betes; and five had heart disease. Heart disease was the prev-
alent diagnosis by a large majority. In many instanoes, multi 
ple diagnoses were encountered. This will serve as a basis of 
medioal, identifyi~g information of the distribution of diag-
nosis, stage and severity of illnesses found in the patient group 
under consideration. A knowledge of the medioal situation is 
24 
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I 
important in determining the faa tors involved in the a on t inui ty 
. II 
of presaribed aare., 'I 
I' 
Table 1, Mediaal Diagnoses 
--. ... -- -- I 
___ .... _____ ,_ __ 
I, 
Case No. Diagnosis Stage Severity Prognosis 
X-1 Diabetes D Moderate Fair, l year 
mellitus 
Pyelonephritis D Moderate 
Chronia D Moderate 
aholeaystitis 
X-2 Rlleumatoid E Severe Guarded, 1 
arthritis year 
General arter- D Moderate I iosalerosis 
Chronic D Mild I 
bronahitis I 
X-3 Rheumatoid 
arthritis 
D Jvfoderate Fair, l year 
Neu.ro- D Severe 
phlebitis I 
. 
X-4 Chronia ob- D Severe Fair, l year 
struative ' 
emphysema 
I Chronia D Severe 
bronahitis ~ 
Coronary F Severe 
pulmonale 
Bronahial c Moderate 
asthma . 
X-5 Arterio- F Severe Gua:r;aded, 6 " 
salerotia months 
heart disease, 
aoronary saler-
osis III 
Diabetes (aon- D Moderate 
trolled) 
(aontinued on the next ~age) 
j 
i 
. 
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Table 1. (continued) 
I 
' I Case No, I I Diagnosis Stage Severity Prognosis ' 
X-6 Hypertension ·D Mild Gu~:pded, 6 II I' 
Arteria- B Severe months 
sclerotic 
heart disease 
I 
X-7 Diabetes D Moderately Guarded? l 
mellitus .. · severe year 
Chronic :pyelo- D Moderate 
nephritis 
General and D Severe 
cerebral art- ' 
eriosalerosis 
Osteo-ar·th- D Severe 
ritis 
x ... a A.rteriosoler-
otic heart 
0 Severe Fair, ~ year 
disease, IIIC 
Chronio alco- D Severe II 
holism 
X-9 Arterioscler- F Severe Pof::lr, :prob-
otic heart ~bly 6 mon-
disease, heart 
failure 
ths 
Pulmonary D Moderate I 
emphysema 
Osteo-myel- D Moderate ,, 
itis, healed 
X-10 Arterioscler- E Severe Guarded, 2 
otic heart years, may 
disease (4th have fatal 
attack in 4 attack at 
days) any time 
Chronic alco- D Moderate ,, 
holism 
(continued on the next page} 
, 
,, 
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Table 1. (continued) 
Case No. Diagnosis Stage Severity Prognosis 
X-11 Arterioscler- D Moderate Fairly good• i, 
otic heart 1 year 
disease, IIIC 
cong§rs:t:L ve: ,. 
fai].ure 
Diabetes D Moderate 
mellitus 
Latent l~es D Mild ,, 
X-12 Diabetes E Severe Fair, 1 year 
mellitus 
Osteo-arth- E Severe 
" 
ritis, spine I Pyelonephritis E, Severe 
Arterioscler- D Severe . 
osist general 
Post amputat-
ion, left leg 
X-13 Arterioseler- E Severe Poor, 6 
otic heart. months 
disease 
Diabetes E Severe 
mellitus 
Diabetes E Severe 
retinitis 
Pneumonia B Moderate 
Ulcers of E . Severe 
feet 
X-14 Arterioscler- E Severe Fair, 6 
otic heart months 
,, 
disease 
Arterioscler- D Severe 
osis, general 
' Pulmonary em- D Severe 
physema 
Aneurysm D Severe 
Pyelonephritis B Mild 
(concluded on the ne~t page) I• 
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Tabl·e 1. (·aonaluded) I 
" 
Case No. :Diagnosis Stage Severity Prognosis 
I 
.X-15 Arteriosaler- :0 Moderate Good, 1 
ptia heart month 
disease, a or-
onary saler-
osis 
Aaute myoaard- c Severe 
ial infarct-
ion 
:Diabetes 0 Mild 
mellitus 
. -
'I 
, 
CHAPTER IV 
ARTJffiiTIS 
In this group project, each of the three writers from the 
Boston University'School of Social Work select~d for study one 
of the three diseases represented in the sample group. The pur 
pose was to provide an understanding of the etiology, symptom-
atology, treatment and prognos~~ on each of these illnesses as 
I 
I 
I 
a basic framework of reference, The disease of arthritis will 
be considered by this writer, There were only two patients witn 
a diagnosis of rheumatoid arthritis. 
The word ttarthritiE?.n means inflammation of a joint. It is 
not a single disease but a general term, involving a group of 
symptoms as n ••• ,the entire body is affected by arthritis 
even though only the joints are inflamed.n 1/ 
There are many forms of arthritis and these bear variation~, 
The two most common forms which comprise more than half of all II 
arthritic complaints are rheumatoid arthritis and osteo-arthrit~ 
is. Other less common forms include traumatic arthritis, due to 
an injury, gouty arthritis, due to a defect in the chemical 
make-up of the body, rheumatic fever, and still another form 
which comes as an aftermath of certain bacterial infections as 
tuberculosis, pneumohia, syphillis and gonorrhea. 
!/Health Education Service of the John Hancock Mutual Life Ins~ 
urance Company, Arthritis, Boston, 1955, p.4. 
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According to the Arthritis and Rheumatism Foundation, ther] 
are more than 10,904,000 persons in the United States who are 
suffering from arthritis or some other form of rheumatic diseasG• 
Arthritis has been known to strike all ages, children, adults in 
the prime of life and th~_aged. One out of every 100 children 
of school age has arthritis. It costs the nation about 2 billiln 
dollars yearly in.lost wages, medical oare and publi~ relief all 
lowances. A recent survey made by _the United States Public Hea~­
th Service revealed that arthritis caused a~proximately 150 milj 
lion work days to be lost yearly. !/ It would appear that arth~ 
ritis may be considered one of the most common of all causes of 
physical disabilities with far reaching social and economic im-
plications. 
,; 
As arthritis is a disorder of the metabolism, by whlch liV· 
ing substance is ~roduced and maintained in the physical and chJ~­
ical processes, it is known that women are more susceptible to 
the disease due to the natural changes in the female body. In 
rheumatoid arthritis, which is the most crippling, more women, 
between the ages of 20 and 35, are affected. The movable joint~ 
are the chief points of involvement, but other organs, as the 
heart and kidneys may be inoluded. Osteo-arthritis is mostly 
associated with advancing age as it af~licts women, particularl~, 
over the age of sixty. However, when the spine is affected, m,e~ 
are more susceptible. 
JJ Annual Report, Sto·p Arthritis, The Arthritis and Rheumatism 
Foundation, New York, 1955, p.3. 
While the etiological cause of arthritis is unknow~, there 
may be many s~ecific factors which contribute to the ~atient's 
susce~tibility to the disease such as, worry, unha~~iness, emotl 
ional u~sets, age, fatigue, exposure to cold, dam~ness, ~receed­
ing infection, and low resis·tance. This disease has many sy-
m~toms by whicn it may be recognized. Among them are; pain, 
swelling, and stiffness of the joints, tingling sensations in tMe fingerti~s, unexplained weight loss and fever, weakness, digest I 
ive u~sets, and a severe mental de~ression may be noticed. 
these sym~toms usually a~pear after a serious emotional or phy~ 
sical experience, they may also bring on new attacks once the 
disease is established, Thus, physical and/or emotional ~tress 
is the mechanism which precedes the sudden onset and acute sym~­
toms of fever and painful swollen joints which are character-
istic of this disea~e, The acute symptoms may temporarily sub~ 
side but attacks usually recur at frequent intervals. The in-
flammatory ~rocess can be spread from joint to joint, making 
them stiff, painful and immobilized. Recurrent attacks and re-
missions over a lengthy ~erio4 cause the functional impairment 
of the muscles around the joints, and the joints may become per-
manently deformed. 
According to Dr. Russell L. Cecil, Medical Director of the 
Arthritis and Rheumatism Foundation, nNothing now known to the 
medical profession can cure this disease or any form of arth-
ritis,n !/ However, there is some form of treatment which may 
1/R~ssell L. Cecil, M. D., Diet and Your Arthritis, The Arthrit 
and Rheumatism Foundation, New York, 1956, ~.3. 
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j 
be medicine, surgery, psychiatry, physiotherapy, and rehabilitaff-
ion for every person with this condition which will alleviate 
some of the degenerative, crippling effects of this disease. 
The proper care of arthritis requires that the physician treat 
the whole person. To assist the patient to regain the best poss-
ible state of health is the "first goal. Special therapy must 
be prescribed for each individual patient. The aim of treatment 
is to relieve pain,_to prevent deformity and to rehabilitate 
those who are severely deformed. Medication can be prescribed 
for the control of pain such as, the well-known salicylates, co~­
tisone, gold compounds, hydrocortisone, ACTH, pheny~butazone, II 
and the most recently isolated cortisone chemical compound know 
as meticorten. The successful administration of any of these 
powerful remedies depends on continual medical supervision and 
frequent laboratory tests by experienced personnel. 
The basic regimen for arthritic patients includes both res~, 
and specific exercise, therapeutically prescribed. Rest is es-
pecially important in the acute, inflammatory stages of the ill[ 
ness, Exercise ·may be the most important factor in the rehabilJf 
itation of the chronic arthritic person. It includes everythin 
from movement of individual joints to postural training 
physiotherapy and work exercise in occupational therapy. Heat 
and massage are given in order that exercises may be performed 
more easily and with less pain. The purpose of these treatment 
is to preserve as much muscle power as possible,~ to s)jrengthen 
weak and atrophied muscles, and to maintain joint motion in 
I 
achieving the ultimate goal of prevention of further crippling 
deformity, Many of these forms of treatment can be taught to 
patients in rehabilitation and arthritis clinics and they can 
be carried on by the patient when he returns to his own home. 
Many meohanioal aids are often necessary as casts, braces, bed 
boards, splints, corrective shoes, arch supports and special 
corsets. The general physical condition can be improved by a 
nutritious, well-balanaed diet. 
l ~ 
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A great deal of study has been done in regard to the emot-
ional components in this disease process. Physic~ans from thei' 
observations believe that there are certain psychologica:.l feat-
ures inherent in arthritis pa~ients but these are not found un-
iversally. The disease of arthritis presents many social and 
emotional problems, occurring in the productive years when pat;;., ·· 
ients are lea~t able to bear the burdens of a crippling disease 
involving long-term treatment. It necessitates a complete 
ohange in his total adaptation to his way of living. 
nThere is, first of all, the economic burden exaoted 
by an illness that is costly in terms of treatment and, a 
the same time, deprives the patient of the physical oapac I 
ity to earn his livelihood; second, the chronic nature ~: 
the illness, necessitating not only ciostly but lengthy 
treatment; third, the emotional stress that aooompanies 
an illness productive of physical ohange and involving a 
re-orientation of the siok person 1 S usual way of living.n~ 
Characteristic o:f patients with arthritis, there is "· ••• JI 
resistance to taking help expressed not only verbally but in tJe 
1/Bessie G. Schless, Social Casework Services to the Arthritic 
Patient, included in Readings in the Theory and Practiee of Me~­
ical Social Work, Edited.by Dora Goldstine, University ot QhicJL 
go Press, Chicago, 1954, p.212. 
very tenseness of the patient 1 s body, a total defense in whioh 
both:mind and body join.n 1/ Findings in arthritis have indioat-
ed that the patient is a very hostile person who is unable to 
express his resentment or his true feelings of anger. He often 
reaots by resorting to passive, dependenoy behavior traits. As 
the patient's personality has largely oontributed tQ his being 
an arthritio, there is often need for psyohotherapy to deal witli 
the unoonsoious motivations in this illness, espeoially when th] 
oonfliot is so deeply rooted that the patient is unable to give 
up his somatio oomplaints. 
The family plays an important role in the treatment of the 
patient with arthritis. These patients need to be relieved of II 
any physiaal distress in so far as this is· possible and familie~ 
oan assist in this aspeot by relieving them of burdensome house] 
hold aotivities. Due to the prolonged or ~ermanent handio~s, 
these patients often beoome easily disoouraged upon failing to 
experienoe an immediate improvement in the oourse of the~r ill~ 
34 
ness. They need the oontinual enoouragement, reassuranoe, emot~ 
ional support and sympathetio understanding from the surroundinM 
familial persons. Environmental oontrol should minimize emotio~-
al u~sets and traumatio events. II 
The patient derives muoh benefit from the multi-disoipline~ 
in the oonoerted team work approaoh. The medioal team of phy- I 
sioians would inolude an internist, orthropedist, psyohiatrist, 
and radiologistt eaoh one being a speoialist in the diagnosis 
!/Ibid., P• 214. 
and treatment Qf arthritis. Although the treatment begins wit 
the physician, there are other professional personnel who are 
responsible ~or carrying out the prescribed recommendations. 
These inc~ude nurses, physical therapists, occupational therap 
ists, medical social workers and vocational counselors. In th" 
close relationship, each member of the team shares responsibil-
ity for contributing to a better understanding and care of the 
individual patient in his efforts toward rehabilitation, 
The patient's own attitude towards his illness is probabl~ 
the most important factor of all in the treatment process. InJ 
dividual motivation is the key to successful rehabilitation. 
The patient should have specific and realistic goals. The co-
operation of the patient is of vital importance as it means thj 
difference between leading a healthy, useful existence or a li~ 
of invalidism. If the patient is able to accept and underst~nd 
his illness in its various stages, remissions and exacerbationJ, 
he has made a contributory step to a successful adjustment to 
this disease and his total life situation. 
With its present knowledge, medical science can prevent 
serious crippling in 70 per cent of persons with arthritis pro-
vided that symptoms are recognized e~rly and the appropriate 
treatment is begun promptly under the supervision of the at~en -
ing physician. 
,/ 
CHAPTER V 
GENERAL CLASSIFICATIONS OF TEE PATIENT GROUP 
In this chapter, the writer will consider some of the basib 
identifying information of the social and personal character-
istics of the patients included in this study. This will serve 
as a general background to show more objectively, factors whiel:j 
are affected by the patient's hospitalization and the facility 
with whie_h medical needs can be obtained. 
Of the fifteen patients, it was discovered that two had 
v 
expired within the three month study period, following their 
hospital discharge. In eaeh of these situations, both of the 
patients' families were interviewed in an attempt to secure 
their eo-operation in giving information suited to the purposes! 
of this study. They were both married men, between the ages 
of 65 and 69, living in the homes of their families, suffering 
from arteriosclerotic heart disease. 
All of the patients were residents of the City of Boston, 
living in close proximity to the medical care facilities o! thE! 
Boston City Hospital. Public transportation was accessible to 
all patients. i:f! the nature of their illness· permitted its us-
age. 
0~ the total group considered, thirteen were whi~e and tw~ 
were colored. There were eleven men and four women. II 
Table 2 shows the ages of the patients under consideration. 
- 36 -
The study of Geriatrics, around the care of the aged, has been 
intensified and extended during recent years due to the problems 
around illness which have presented themselves in an aging pop~ 
ulation. As might be expected in view of the nature of the 
chronic, disabling, long-term illnesses presented in the samplj 
of this study, the greatest preponderance of pati~nts fell into 
the more advanced age groups. It is interesting to note that 
the majority of patients were over sixty years of age, nine of 
whom were men. 
Table 2. Age 
Age No. of Patients 
40-49 2 
50-59 1 
60-69 8 
70-79 4 
Total 15 
Regarding the place of birth~ seven persons were born in 
the United States. and eight were foreign born. Of this latte: 
group, only one patient presented language diffioulties in the 
interview situation. 
Table 3 indioates the level and extent of formal educatim·, 
reoeived by patients in this group, None of the patients had I 
attended oollege and only two oompleted high school. Of those 
who left during high sohool, four had attended for one year 
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only. Patients who received no formal education were all for-
eign born, and of these, two attended religious schools. It is 
difficult to grade the education of these patients as standards 
vary in each country. If these levels 0f education are e.valuat-
ed in the light of present day standards with its popular em~ 
phasis .on advanced progressive education, they would appear to 
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be very low. However, according to past educational values pre -
alent during the school years of these patients as evidenced in 
the advanced age preponderancies, this level of education appea s 
normal in view of limited educational opportunities available. 
Table 3. Education 
Education No. of Patients 
Completed high school 2 
Left during high school 5 
Completed grammar school l 
Left during grammar school 4 
No formal education 3 
Total 15 
Table ~ indicates the marital status of the patients in th s 
study. It was found that the seven who were married received t~e 
greatest hel~ in post hospitalization care from their family me)-
bers. All but one were found in the 60 to 69 age group. Among 
those who were widowed, two were men, and two were woment and 
all except one was found to be in the age group over 70 years. 
The one, male patient who was separated, had a wife who was ver~ 
interested in a marital reoonoi1iation. The· two patients· who 
were single, oonsisted of one man and one woman, aged 42 and 43 
respectively. The least amount of family interest was seen herJ. 
Table 4. Marital Status 
Marital Status No. of Patients 
Married 7 
Widowed 4 
Separated 1 
Divorced 1 
Single 2 
Total 15 
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CHAPTER VI 
ENVIRONMENTAL FACTORS 
In this chapter, the writer will attempt to analyze the en-
vironmental factors of the patients in the group as exemplified 
in their living arrangements and socio-econom~c status. 
As illness fosters a situation o~ dependency, the mode of 
I 
living arrangements may directly affect the carrying out of med-
ical recommendations after hospital discharge. 
In recent years, there has been increasing emphasis upon 
care of the patient in the home, especially in long~term illnesf ~ 
This has been based on the value of such a plan for the patientJ 
his family and the a0mmunity. J 
The patient derives the greatest amount of security when h 
is with those who love and accept him and this is usually found 
in one's family. In this setting, he has the opportunity to re· 
tain some of the normal, human relationships which tend to give 
him the most satisfaction. Then, he is able to maintain at leaf t 
some of his own role and normal status which perpetuate his fee~­
feelings of self-dmportanoe as he shares emotionally and intell~ 
ectually as a person. ~ 
Within the family~ t~e preservation of accustomed standard! 
is important to the healthy growth and development of all mem-
bers in their interpersonal relationships. Families may ~~so 
be able to grow and develop in the sharing of r~~ponsiQility 
- ..... · - .. _ .. 
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for the patient~member who is ill. 
There are implications to the community as finances are 
conserved in encouraging home care which is more· economical. 
'1 
il 
It is obvious that home care can not be used for all patients 
as some families would find it impossible to manage for various 
reasons. It must be decided accord~ng to the individual needs 
of the patient and his family. 
Institutional care is of value if the nature of the recom-
mendations for further care could be carried out more effectiv~ 
ly in such a setting. It assists the ~atient to accept his phYj~ 
sical limitations in a more realistic way ana permits him grea~f 
er freedom in the expression of his dependency needs which he I 
might not feel free to express in the home situation! It offe s 
wider physical and social opportunit.ies. 
Table 5 indicates that there was one person in th~s group 
who lived alone. The writer has classified this state of liv-
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ing arrangements as referring to those persons who maintain a 
separate, dQmiciliary existenc~, apart from other people, and 
who are able to function independently in providing total house-
keeping needs for themselves within this existence. This pat-
ient, a 67 year ol~ man, was found to be living alone in a col 
water, unheated, first flo.or apartment in a sub-standard. area 
where he had maintained residence for 31 years. 
Of those living with their s:pouses, four were men who ran.·-
ed in age from 62 to 70 years, and there was 1 woman, aged 62. 
Two male patients, aged 64 and 65, lived with their wives 
and single children. Of these two~ one had a 24 year old, self-
employed son. This patient faced the threat of eviction of him-
self and his family during the period of hospitalization. The 
other patient had four children, ranging in age from 14 to 24, 
and only one of whom was employed. 
Two widowed patients were found to be living with unmarried, 
employed daughte~s. Of these two, one male patient lived in a 
rented apartment. The other female patient lived in a single, 
one-family dwelling in which she held the title of' ownershi-p .• 
Both of' these patients were considered to be the heads of the 
household. 
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Of the two ~atients who were living in the home of relative~, 
one widowed woman lived with her brother, and a· single man livea 
with a married siste~ and her family. 
Three of the patients lived with unrela~ed persons. A 43 
year old single, female patient lived in a rooming house which 
was operated by a friend. She had her dally main meal in the 
restaurant, and she prepared light meals on an electric plate ir 
her room. A divoroed man, aged 64, lived in a small basement 
l 
apartment in a boarding house. The third patient, a sep~rated, 
54 year old man, was considered to be a vagrant, having no lega] 
residence. For a period of three months preceeding admission td 
the hospital, he slept in vacant apartments and parked automo-
biles. One week prior to hospitalization, he shar~d·a room witl 
a friend. 
There were no patients living in institutions before hospii-
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al admission. 
Taple 5. Living Arrangements Prior to Hospitalization 
Living Arrangements No. of Patients 
Patients living aione l 
Patient living with spouse 5 
Patient, spo~se and unmarried children 2 
P~tient and unmarried children 2 
Patient living in home of relative 2 
Patient living with unrelated person 3 
Total 15 
In the three month period following hospital 
these patients were interviewed by the writer. Changes 
disoha~~e, 
that wer,e 
noted in the living arrangements at this time are indicated in 
Table 6. 
It was found that ten patients preferred to return ta 
a home environment of their own selection. For all, except two 
patients. it was the same home environment as that preceeding 
their hospital admission. It was felt by unanimous accord, tha 
. ' l 
patients in tnis setting, could derive the greatest amount o~ b n-
efit, satisfaction~ security and happiness whiah would provide 
thamaximum motivation for improved health, They preferred to 
perpetuate continu~ty of their medical care through enlisting 
the ~upport of facilities available within the community. Thus 
they were able to follow the recommendations of the physicians 
in the treatment of their respective illnesses. 
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Changes were nsted in the living arrangements of seven :patJ 
ients. None of the :patients were found to be living alone. Thl 
one :patient who had formerly lived alone in a sub-standard hous-
ing unit was unable to return as the building was declared unsujt-
able by the munici:pal building ins:pector. Physicians at the Bof-
ton City Hos:pital had recommended a change to more favorable 
quarters as a necessary adjunct to his general health improvemelt 
in his medical regimen. This :patient moved into the home of hu 
sing~e daughter where he shared a heated a:partment until he was 
able to obtain more desirable arrangements of his own. The :pat-
ient strongly felt that his inadequate living conditions had 
been a contributory cause of his illness and resultant loss of 
functioning. It is a recognized conce:pt that a :person who is 
ill and living alone suffers through lack of service. 
When a single, female :patient became aware of her illness, 
anxiety and de:pression resulted. These feelings intensified as 
she realized the impossibility of carrying out medical recommen 
da tions in the rooming h.ou.se where she lived. She was de:prived 
of :privacy in bath facilities which were necessary for self-carE. 
She :preferred a home environment of her own choice which necess ·t-
ated moving into a home of a friend where she was able to provi( e 
herself with adequate aare. In·this :periodj she had been unablJ 
to enlist sibling sup:port. This was one instance when fear and 
de:pression resulted from the lack of an understanding familial 
environment. 
Of the eight :pat.t~nts who returned to their own homes, the 
resident physician had recommended nursing home p~acement for 
four persons, but this plan was rejected by the patient and/or 
his family. In these instances, the patient's choice was recog 
nized by the medical service who agreed on the basis ot the in-
dividual needs of the patient. It is generally agreed that an 
individual has the right to choose whatever he believes is best 
for himself and this is respected whenever it is possible to do 
so. When the medical t~am and the patient make plans for home 
.Dr institutional care, several factors are involved. It is nee~ 
essary to consider the patient's personality, his fam~ly relat-
ionships, the degree and extent of medical care required, and a. 
assessment of how these needs may be met by the patient's own 
resources or those available in the community, thus affording 
y 
him optimum physical, social and emotional advantages. These 
four patients revealed a knowledge of community resources which 
were being used discriminately to meet their medical needs with~ 
in their own homes, thus ef~ectively contributing to the contin[ 
uity of prescribed care. 
Five patients were found to be living in institutions whic· 
consisted of chronic hospitals providing long-term care. Long 
Island Hospital, under municipal auspices, housed four of this 
group, and one patient was located in the Holy Ghost Hospital, 
a priwate institution. Two of these patients were men, aged 42 
and 54, with alcoholic tend·encies, who requested placem·e.nt of 
this nature, being motivated by the intensity of their anxiety 
around th~ illness, their passive, dependent personality struci~ 
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ures and de~rivation of family resources in meeting their hous-
ing as well as home care needs. 
The other three patients were resistant to such ~lanning, 
but accepted when they faced realistic limitations in ~roviding 
for themselves in other ways. These patients were in the 60 to 
64 age grou~. Two of these ~atients exhibited marked regressivE 
tendencies of a ~hysical and emotional nature after ~lacement 
was carried through. It is dif~icult for patients to accept en-
forced de~endency, demanded by their illness, as it detracts 
from the individual self-esteem. 
The patient's mode of living in his physical environment 
directly affects the nature of his illness as a causative or co.t- ,, 
tributing factor, Environmental ad~quacies or the lack of them 
bears an important relationship to hospital planning with and fer 
the patient in carrying out medical recommendations for contin~ea 
future care. A breakdown in living arrangements can cause re~ 
current hospitalization and serve as a preventive determent in 
securing optimum patient rehabilitation. 
Table 6. Living Arrangements Three Months Following Tiischarge 
Living Arrangements 
Patient living alone 
Patient and s~ouse 
Patient, s~ouse and unmarried children 
Patient and unmarried children 
Patient in home of re~tive 
Patient living with unrelated person 
Patient in institution 
Total 
No. of Patients 
none 
4 
1 
3 
1 
1 
5 
15 
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The patients selected for this study received ward service~ 
at the Bcston City Hospital as they were unable to provide pri~ 
vate or other hospital care for their acute, medical needs! 
This would tend to influence to a marked degree the social and 
emotional factors of the group of patients under present con-
sideration. 
Table 7 indicates the sources of financial income for the 
patients in this study. There were no marked changes irr the 
sour~es of income in the period preceeding and following hospi1~ 
alization. 
Of the fifteen patients in this group, ten had not been 
employed in any gainful occupation in the period following hos-
~italization. The three patients who were employed were able 
to return to their former occupation with limitations and re-
strictions on their former·activity. The kinds of gainful em~ 
ployment ~epresented in this group were nursery maid, skilled 
foundry work and unskilled labor in a junk yard. 'All of these 
~atients suffered a loss in earnings as a result of adherence 
~ 
to medical recommendations regarding restrictions on physical 
activity. The amount of their income ranged from sixteen to 
forty dollars weekly! 
With ~egard to the financial status of the ~atients in thi~ 
group, complete information concerning personal savings was nol 
available, 
The one, male, vagrant patient who had no v~sible means o~ 
support had applied for Dis~bility Assist~nce from the Depart-
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men~ of Public Assistance and was awaiting elegibility certificjt~ 
ion preceeding his approval of such assistance. He was admitte· 
to Long Island Hospital for chronic care, being supported by 
municipal funds. 
It would appear from this information that these patients 
represented the marginal and low~inoome groups. It is well kno n 
that the incidence of ohronio disability as well as the need foJ 
medioal care witho~t payment or with part payment, is much more 
serious among the low~income groups. All were utilizing medioa 
facilities of the Boston City Hospital as they were unable to 
defray the costs of private care independently- Those who were 
self-employed and receiving Old Age and Survivor's Insurance ha· 
to purchase prescribed medication~ and this was felt to be an 
added burden on their limited financia~ budgets. Their income 
was barely sufficient tm meet their daily needs and their ill-
ness carried an increasing threat to the maintenance of their 
financial s~curity. In these instances, family members p~oved 
to be of some assistance in the defrayment of the costs of med-
ication, 
Table 7. Source of Financial Income Before and After Hospital-
ization 
Source No, of ~atients 
Self-employed. 
Veteran's benefits 
Old Age and Survivor's Insurance 
Workman's compensation 
Public assistance 
None 
Total 
3 
3 
3 
1 
4 
1 
15 
CHAPTER VII 
MEDICAL TREATMENT RECOMMENDATIONS 
The purpose of total medical care is to enable the individ· 
ual to live a full and rioh life, oonsistent with his ~otential~ 
ities and capacities. It is important to recognize that the prG-
1 
gress made by medical science in the treatment of the disease 
process enables people to live longer and has engendered hospitl 
al responsibility for the patient beyond the time wh~n he leave: 
the hospital • 
.At this poi:t+t,- it is interesting to analyze the prescribed 
~ecommendations for treatment which were made for each patient 
upon discharge from the Boston Ci~y.Hospital, the effectiveness 
with which they were carried out~ and the factors which promote, 
or hindered the recommendations from being received, Table 8 
provides information concerning this aspect of study as related 
to continuity of prescribed care. The ter~ OPD will refer to 
the clinic facilities of the out-patient department of the Bos~ 
ton City Hospital. Regimen includes such considerations as spe~­
ial diets, rest and exercise, oral and parenteral medication. 
It is of significance to note that only two patients fully 
carried out the medical recommendations, perpet.uatiltg the con-
tinuity of care afte~ hospital discharge. Twelve patients co-
operated partially, and one patient failed to carry out any of 
the recommendations. The two major reasons for failure were 
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the ~atients' attitudes towards illness and treatment, and in-
adequacies in the referring ~rocesses to other resources, It 
was interesting to note that the need of social service was re 
cognized by the ~hysieian during the ~atient's hospital course 
but the) referral was not completed. 
The writer will give ·first consideration to those factors 
which were used by the patients in promoting continuity of th 
physic~n's recommendations. Ten patients were advised to coni 
tinue follow-up diagno~is and treatment in the cardiae, diabet 
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ie, skin, and surgical elinies. A review of these records re-
vealed that·six patients continued treatment to the fullest ex 
tent as it was recommended by the examining ~hysieian on follo ,-
u:p. eontaet. Two :patients ke~t a~point~ents for two months after 
discharge, and one of these was admitted as a domiciliary pat-
ient to Long Island.Hos~ital. This was done at his own reques 
within the three month study period, following hospital discha~@ • 
One patient made one elinie visit and refused to return for ful-
ther appointments because of his feeling that he had not reeei'-
ed medical hel~ in proportion to his expectations. Another ]a, -
ient, due to environmental stress, failed to return to the out I 
patient elinio at any time following discharge. Three months 
later, he suffered a severe remission of his illness, requirin 
extended hospitalization and hospital plans at the time of thil 
writing, were for transfer of patientt upon dischargeJ to a 
chronic hospital. With the ten patients for whom out-patient 
services were recommended, eont.inui ty of oontaet was establish d 
by the res.ident pnysiciam who made the future clinic appoint ... 
ments with the patients at the time of their hospital discharge 
The five patients who attended the diabetic clinic used 
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the availab~e facilities to the fullest extent. In some in-
stances, the examining physician was the same person who attena~ 
ed the patient while in the hospital. This was usually done bJ 
pre-arrangement with the doc~or and the patient during hosp,i taJ~ 
ization. The attending nurses instructed patients in the metha~s 
of testing urine and injecting of insUlin, as well as the equi~[ 
ment needed for these operations. Patients were interviewed b~ 
the staff nutritionist who gave help with the diet instructions~ 
In each instance, a meal planning booklet was given to the pat-
ient for his home use, Consultation with the clinic nutrition-
ist was available as often as the patient felt was necessary, 
and two patients sought help more than once as they encounterea 
difficulty in this area. The services of the staff chiropodisti 
were utilized on clinic visits when it was the recommendation 
of the physician or upon the request of the patient. 
In promoting continuity of medical care, it was the polio~ 
of the hospital to have the patient seen in the first clinic 
visit by the same physician who had known him during hospital-
ization. Complete information was not available on all cases 
in this area. In the four instances where this could be obtain~ 
ed, the positive attitudes of the patients towards the physici~~s 
and their hospital experiences were clearly indicated. There 
was a strong, warm feeling of identification with the hospital 
as a hel~ing sourae during the threatening stress situation of 
illness. ~he writer believes this did much to reduce the fearl 
of the ~atients in this as~ect of hos~i tal care. One ~at.ient 
expressed his deep, a~~reciative feelings by describing his doc-
tor as "the w~rmest ~erson who treated me like a human being 
and really cared ~bout me." ~he same feeling tone was verball~ 
expressed by three other patients. 
~hree ~atients received continuous medical treatment ·when 
they were transferred to an institution for long-term care, 
immediately following discharge from the Bcs; ton Oi ty Ros~i tal, 
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Referral of a white~ widowed, 77 year old female from cli.J: - ,. 
ic facilities to the care of a ~rivate ~hysician was suacessf~~Y 
effected, It was felt that continuity 9~ care could be better 
achieved in this way due to the age of the ~atient and the sev-
erity of the heart disease. The family ~rovided the transportj 
ation to the office of her ~hysician. 
~wo ~atients received bedside, medical care through the 
home service program of the Boston Dis~ensary and t~e Massachus
1
etts 
Memorial Hos~ital facilities. ~hese ~atients received instrucj-
ions in the method of initiating contact by tele~ho~e and receiv-
ed the services of the physician when necessary. As they no 
longer required s~ecialized, hos~ital care, they received the 
necessary, super~ised, medical ·and nursing care in their own 
. . 
homes. In ~his way, they were able to live a more normal life 
as they ~artici~ated and shared in daily living• ~heir conten~­
ment was increased by the fact that they could sleep in their 
own beds and had home-cooked meals. A resultant sense of well-
being can be seen reflected in a better response to medical 
treatment. 
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In r~gard to the regimen recommended in the form of speci 
diets, medication and restriction in physical activity, thirtee~ patient~ were able to·follow these rather consistently. In som[ 
instances, p~tients expressed difficulty in adhering strictly [ 
to diets and activity limitations, but all were aware of the me·-
ical urgency in this area and modified their activities to some 
degree. One patient refused to continue taking medication as 
prescribed in the regimen as he said, ni don 1:t feel good when I 
take medicine." He agreed to take it only when he be·came frig 
ened by an acute reaurrence1 'of symptoms. However, he stated th 
he followed the low salt diet and bed rest, both of which were 
prescribed by the physician. His failure to take medication re-
sulted in further cardiac faiiure and emphysema, requiring sub 
sequent hospitalization, Another patient completely failed to 
carry out any of the regimen of the diabetic, and low salt diet 
little or no activity, digital is and .~nsulin as prescribed. T~r· s 
64 year old, white male patient was undergoing environmental .I 
stress, marital disharmony, and financial deprivation within t~ 
three month p~riod following hospitalization. He had been unab~e 
to stabilize his living arrangements with the consequ~nt lack 
of opportunities· fo~ rest and privacy. If he experienced nhea~ 
pains,'' he took four or fi-ve digitalis tablets, hoping to alle,r 
iate pain by overdosage. His urine was never tested and insul~h 
dosage was administered by chance. At the time of discharget 
the eighty units of insulin which were ~rescribed for daily use 
indicates the severity of his illness. His diagnosis was heart 
disease, diabetes, and ulcers of the feet in a severe, deterior~ 
ated stage. His diabetic ~nd low salt diet·was not maintained 
as he ate his main meal in the restaurant,, avoiding home contac ~ 
as much as possible, due to marital friction. His wife refused 
to ~repare s~ecial dietary foods. The ~atient admitted taking 
occasional, forbidden, alcoholic beverages to an excessive de-
gree. He refused referral to social service for assistance in 
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financial ~lanning, and to the Visiting Nurse Association for 
dressings of his ulcerated feet. His lack of adherence to med-
ical recommendations resulted in ~hysical breakdown, requiring 
further ho~italization within three months, and for an extend]e 
~eriod of time. 
Three patients received home nursing services from the Vi ~ 
iting Nurse Association, which is a private, voluntary, nursin~ 
agency, providing bedside care and health services to residents 
of Boston, Referral contact was instituted by the social workE~ 
on the follow-u~, out-patient visit. For those two patients fc~ 
whom this service was recommended but not received, there was 
a lack of contact with the out-patient clinic, following hospit-
al discharge. If the social service referr~l had been completJd 
by the ~hysician while the ~atient was still in the hos~ital, j 
which had been recommended fo~ both of these ~atients, the vis~t­
ing nurse referral would have been completed. ~or one of thesJ 
two patients, this would have meant complete continuity of care 
as all of the other recommendations were carried out, and this 
included a home care program for his bed-ridden physical condit 
ion. 
Due to excessive caseloads and shortage in personnel, recor~­
ing was not available ~rom the records of the social workers 
when patients were referred only ~or services from the Visiting 
Nurse Association. Information was obtained from the patients 
in this area, and they indicated the assistance they received 
from the social service staff in this hospital as they had con-
tacted this agency for the needs of the patien~s. 
l 
The writer has attempted to discuss the adequacy of medica. 
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care, per-se, as it was or was not received. All of the patien s, 
with the exception of two, received continual medical supervisi!~ 
through the out-patient facilities of the Boston City Hospital, 
home medical care programs, local, private physicians, or throueh 
chronic hospital care. Medical regimen and nursing services we)e 
received in the majority of cases. Rehabilitation and social 
services were not received by the majority of these patients, 
and this constituted the major_ break in the continuity of medic~l 
care. These factors will be dealt with in the .ensuing materHtl 
,_. 
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Table B. Treatment Recommendations· 
I, 
Case No. Treatment Carried Not Carried Reason 
Recommended Out Out 
X-l Return to Fully 
diabetic,OPD 
Regimen 
I 
X-2 Domiciliary Partially Physiotherapy Patient's 
care rehabilitat- attitude t· I• 
ion illness an< 
treatment 
' ~nd his ph~ 
-
sical and " 
mental re-
II gression 
X-3 Return to Partially .Returned once Patient's 
medical OPD to OPD attitude t '-
Regimen :--ward physica- ,, 
ian and re 1 
commended 
. treatment 
X-4 Return to Partially Attended clin- Patient's 
aardiac OPD ic for 2 attitude t 
-
months ward illne s I' 
Regimen; refus ... a:nd treat-
ed to continue ment 
medication 
. 
X-5 Return to Partially Housekeeping Financial 
diabetic OPD servioes inability 
Referral to to meet I 
local :phy- cost 
sic ian 
_Housekee:ping 
serviaes 
" 
X-6 Return to Fully 
cardiac and 
diabetio OPD 
Injection by 
visiting nurse 
' I' Regimen 
(continued on the next page) 
I 
Table 8. {continued) 
Case No .. 
X-7 
X-8 
X-9 
Treatment Carried 
Recommended out 
Medical care Partially 
in Long Isl-
and Hospital 
Regimen 
Nursing bed-
side care,to 
be taught • 
self-care 
Social ser-
vice ·to eff-
ect transfer 
to institut-
iona,l care 
Medical care Partially 
in Long Is-
land Hospit-
al-for phy-
sical and 
social rehab-
ilitation on 
alcoholic ' 
program 
Regimen 
Social Service 
to effect trans-
fer to instit-
utional care 
Return to Partially 
cardiac OPD 
Injection by 
visiting 
nurse 
Regimen 
Social ser-
vicet case-
work services 
Not Carried 
Out 
Self·-oare not 
taught 
Reason 
Patient's 
attitude 
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t awards iJ 1-
ness and 
treatment 
Rehabilitation Patient's 
through aloo- attitude 
holic program toward ilJ-
ness and 
treatment 
Social Service Physician 
referral did not 
complete 
referral 
(continued on the·next page} 
. ,, 
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Table 8. (continued) 
I' 
Case No. Treatment Carried Not Carried Reason 
Recommended Out Out 
X-10 Return to Par~ially Returned to Patient's ~ 
cardiac OPD OPD for two attitude 
Vocationa~ months only toward il -
counseling Vocational ness and 
.Alcoholics counseling treatment ,, 
" 
.Anonymous .Alcoholics 
.Anonymous 
X-11 Return to Partially Social Service Physician 
I cardiac, referral did not 
diabetic, com:plete 
skin OPD referral 
Regimen to social ,, 
Social Service . service 
for inter:pret-
ation of re-
commendations 
X-12 Home care-Bast-Partially Physiothera,.:py Patient's 
on Dispensary and nursing lack of 
Regimen serviaes ~ understant 
-Physiotherapy • I 1ng regar1 
-and nu.rs ing ing VNA by VIq'A Teferral 
Public assist-
ance 
X-13 Return to None Environmen 1 medical, surg- tal stres~ ical OPD and :patie• t's Regimen attitude 
Dressing of toward il. 
-feet by VNA nes$ Social ser-
vice for fin-
ancial assist-
ance 
'I 
(concluded on the next :page) 
n 
' 
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Table a,. (concluded) 
I' I 
.. 
Case No. Treatment Carried Not Carried Reason I' 
Recommended Out Out 
X-14 Home care.- Partially Social service Physician 
Mass, Mem- referral tailed to 
or.ial. Hos:p- complete . e-
ital ferral tol I, 
Regimen social se,, 
-Injection by vice 
VNA t 
Social service 
for hel:p with I 
diet and fin-
ances 
.X-15 Return to Partially Social Service Physic :ian 
diabetic OPD referral failed to ,, 
Job :placem.ent com:plete 
Regimen referral 
Social Service, to social 
:purpose not service 
stated 
I' 
. 
OH.AJ?TER VIII 
EMOTIONAL MEANING OF ILLNESS TO TEE PATIENT GROUP 
In this chapter, the writer will attempt to deal with those 
emotional factors which interfered with the continuity of me~-
ical care recommended. 
As seen in Table 8, there were only two patients who fully 
carried out the recomm~ndations• It would appear that the attrl -
uting reason in the seven of the remaining thirteen lay in thei 
own attitudes toward illness and treatment. A stress situation 
of illness ~eans different things to each individualt As has 
been described by Franaes Upham: 
"People react differently to illness and disability, 
finding in the experience varying degrees of frustration 
and pleasure. In general, however, physical disability ma 1 be considered a negative, frustrating, and anxiety provoking 
event. It represents an attack upon the person by a hosti~e, 
malign, and often, unknown force. At least temporarily, i 
usurps control of certain Of certain activit!es which the 
ind~vidual normally has under his own command. It affects 
family econom~cs by entailing additional aosts by loss of 
income, and often by creating burdensome indebtedness. It 
frequently imposes inaonveniences and hardships on others 
It sometimes means separation from ho.me and family. It 1 
often necessitates acceptance of living through a bewilder! 
ing and ~rightening set of medical procedures at the hands 
of unknown and impersonal experts. The whole experience o 
illness may stir up repressed fears of inadequacy, mutilat 
ion and annihilation. n 1./ 
Chronic illness frequently implies change which is always 
1/Florenoe Upham, A Dynamic Approach to Illness, Famil~ Service 
Association of Ameriea, New York, 1949, p. 15. 
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hard to acae~t and es~ecially when it oaaurs in a sudden, stres 
situation and ~equires hos~italization. Many ~atients ex~~esse~ 
their dif~iculties in changes concerning diet, work restriction:, 
housing, !.'eareation and manner of livfng, One ~atient describe. 
his ex~erience when he said, nTh:is: illness has changed my whole 
life.n 
In this study, the ~atients were given the o~~ortunity to 
freely discuss their feelings about their illness in the inter-
view conducted by the writer. This was revealing to the author 
who was able to obtain an understanding of the basic attitudes 
of the ~atient toward his illness and the treatment which was 
recommended. An attem~t will be made to discuss th~ as~ect as 
it interfered in the continuity of care. 
Anxiety, which is a state of emotional tension, was observj 
ed to some extent in all of these seven patients. Patients fol -
. owed o~t those recommendations which caused the greatest ap~­
rehension. They were afraid to deviate from s~ecial diets and 
~rescribed medication, fearing ~hysical consequences to themsel~es. 
In an attempt to handle some of the anxiety generated by II 
their illness, the ~atients exhibited defense mechanisms. A dell 
fense mechanism may be defined as un unconscious device which i~ 
u,.sed by individuals in an a'ttem~t to handle overwhelming anxiet~. 
When,two ~atients mere transfeted from the hos~ital to institu~ 
ional care, the reaction was severe de~ression and regression 
with dependency traits which defeated rehabilitation efforts to 
restore them to their former levels of functioning. Florence 
ITpham appropriately explains this phase of illness when she say : 
nThe extreme dependency manifested by some patients I 
is usually the result of their previous inability to resol e 
their dependency confliets. If illness has been the means 
of escape from neurotic confliots and emotional tensions, 
the outlook for resumption of responsibilities may not be 
too favorable. n V .. ..... .. 
Both of these patients had made progressive improvement in phy-
sical, rehabilitative eff~~ts during their hospital course at 
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the Boston City Hospital, but regressed considerably after tran -
fer which they did not easily accept. Mental and physical detel-
ioration was medically seen. There was marked disorientation 
which interfered with the continuity of care in the rehabilitat·on 
ef~orts of physio-therapy and self-care. 
Denial, in th:is context, is the refusal to acknowledge the 
" 
existenoe or the seriousness of the illness, based on the perso 's 
inability to face the reality of his situation. This defense 
was manifested in two of the seven patients whose continuity of 
care was interrupted by personal attitudes, One patient refusea 
to take. the prescribed medication for a severe cardiac conditio II, 
the existence of which he denied. He preferred to ascribe his 
J 
illness to a bronchial condition which was less threatening for 
him to accept. Another patient denied his illness when he ig-
nored all treatment recommendations related to his medical care 
. I 
Ee was not able to face the enforced situation of dependenoy an· 
a physical disability, both of which implied helplessness and a 
loss of self-esteem as pertaining to his role as an adequate 
!/Ibid., PP• 175-176. 
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husband and provider. He continually verbalized h~: need to feel 
worthy and important to his family and in his environment with< 
emphasis on his desire for self-independence. As has been ex-
plained by Harriet Bartlett, nwith some personsr inability to 
take help, seemingly an excessive independence probably rooted 
in underlying insecurity or basic dependency was the major pro-
blem.n y Both of these patients expressed profound gratificat-
ion ·to the hospital staff for the services they received. Unab e 
to raise any negative. features, they attempted to impress upon 
their physician the fact that their life situations contained 
no conflicts. They were unable to confide reality circumstances 
in hospital personnel to any appreciable extent. As has been 
pointed out by Ruth Abrams, nThere is always a group of patie~tr 
who deny their concern over their present symptoms. They insis 
that nothing ever, bothers them and that everyone ris wonderful' 
. 
to them.n·y When the writer interviewed these patients, they 
stressed the physical fitness of their health while the clinic 1 
picture indicated otherwise. ~.rhe writer also f.elt that the emj 
otional attitudes as expressed in the interview situation con~ 
tribut~d largely to the lack of medical continuity, 
Projection may be defined as the act of ascribing to an-
other person one's own attitudes, emotions and feelings in whi 
y':ijarriet Thr. Bartlett, ·Some Aspects ,of Social Casework in a 
Medical Setting, George Banta Co., New York, 1942, p. 117. 
,g}Ruth D. ··Abrams, nsocial Casework With Cancer Patients, n 
Social Casework JD:_cember, 1951), p. 429. vot. CM.: 1/rJ..f- 1/orJ... 
anxiety-producing guilt,·and hostility are displaced on to more 
threatening things. Three of the seven patients exl~ibited this 
defense mechanism. One patient experienced restrictions on his 
ability to work as a reality deprivation and reacted with hosti -
ity to medical services. He refused to return to the out-pat-
ient clinic for follow-up care as he explained, "The doctors 
didn't help me at all.n This man wanted to return to his forme: 
level of activity, and when he. was unable to do so, he projecte· ~is own feelings of anger towards the doctor associated with hil 
care. Another :patient who had work.ed as a longshoreman for man,'r 
years, and wanted to return to a job "where I could be my own 
boss,n expressed much hostility when he said, nThe doctor wasn'~ 
interested in me. He told me to get a job as a: dishwasher.n 
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This person refused to carry out the· recommendations for fpllow 
up clinic visits. His hospital experience was viewed as negati[e 
beca~se of its authoritative as:pects. When he became extremely 
anxious, fearing death, he did not seek further hospital a~sistl 
ance, but voluntarily and independently applied ~or institution 1 
adm:i:ssion. 
The third :patient had tremendous feelings of guilt and un-
worthiness as he immediatemr attributed his cardiac and diabeti 
conditions to his over-indulgence o~ alcohQl. As this person 
said, nsomething shameful and dirty has happened to me ,n and. he 
~elt that he deserve~ nothing better than institutional care fo~ 
the indigent. This feeling of guilt had immobilized him to suo~~ 
a degree that he hesitated to apply for the alcoholic rehabil-
itation program which had been his verbalized motivation for 
seeking institutional admission. 
It would appear that Florence Upham adequately explains th, 
mechanisms of defense, which have been illustrated by the autho 
in this context, when she says: 
"In any threatening situation, the individual calls 
upon various defenses to handle his ·anxiety, He may deny 
that he has the disease or project the anger he feels to-
ward himself for contracting it upon his family, the docto~ 
or others associated with his care. He may also displace I! 
his feelings of inadequacy, fear or guilt on the illness o 
the treatment. Sometimes, he may use his illness and med-
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ical care to punish and defeat himself and others. The dei 
1 gree of anxiety and the nature of the defenses that the in- ' 
dividual utilizes in response to his illness or the treat-J " 
ment, often reflects his way of handling his life situatie s.ny 
Thus, the interrelationship between the impact of emotiona 
factors and continuity of medical care can be seen in the patie t's 
acceptance or refusal of medical limitations and regimen, in thJ 
success or failure of nonst~uc1iv.e meas~es for,~essaning dis-
ability factors, and the increase or decrease of the individu81 s 
functional capacity. 
Due to the lack of adequate referrals to social service, s 
of the thirteen patients received partial continuity. These wi] 
be discussed more fully in the following chapter, 
1/Upham, op. cit., p. 147 
CH.AJ?TER IX 
SOCIAL SERVICE ACTIVITY 
In this cha~ter, the writer will attempt to deal with the 
aspect of continuity of medical care as related to social ser-
vice activity. 
It is the function of the social service department in a 
hospital setting to prov~de diagnostic evaluation and treatment 
of the patients' social needs and conditions, by casework metho·s, 
in relation to the illness which interferes with·his optimum, 
functional adjustment. Florence Upham states: 
rrThe aims of the caseworker'in illness is to help in 
the restoration of heal'th. and to prevent personal and· fam 
ily deterioration as a result of the disease .or handicap. 
The achievement of these goals of rehabilitation and pre-
vention depends not only on facilitating medical care but· 
also on developing in the individual the capacity to use 
medical care constructively. n 1/ · · · 
Casework methods include a~ understanding, acceptance and 
support of the patient in a non-judgmental way, through the use 
of a relationship, to reinforce individual ego strengths, to 
elic~t family and patient·partiaipation in planning and to ass· t 
and involve the ill person in understanding the technical aspeo s 
of medical care. 
The social worker sees the person as a total individual i] 
all his areas of need, and she attempts to deal with reality 
1/Florence Upham, A Dynamic Approach to Illness, Family Servia 
Associat~on of America, New York, 1949, p •. 43. 
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problems which initiate those emotional reactions which interfe e 
with the patient following through plans for his treatment. 
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"The hospital itself, represents a community agency 
with social functions. The social service department is t.e 
logical channel through which the hospital establishes andl 
maintains relationships with community social agencies. T e 
medical social worker serves as a liaison between the inst t-
ution and the outside social agencies, interpretating one 
to the other and making the varied social resources of the 
community available to hospital patients. It involves the 
interpretation of medical recommendations so that the agen,y 
oan participate intelligently in patient planning," y 
Thus, it oan be seen that casework services have an important 
function and oontri butory role in effecting oontinui ty of med·-
ioal care if utilized by referr.ing sources. 
Due to the reality pressures regarding the large number of 
patients who are seen daily in the Boston City Hospital, it 
would, be impossible to record the casework activity with each 
patient contact~ Selectivity in this area resulted in the re-
cording of contacts with those patients who are formal~y referred 
for specific casework servi~es by the attending physician, Thil 
oonoise, interdepartmental referral form'is available to the wa~d 
physician, who upon completion, transmits it to the medical sao] 
ial worker in his service. Information concerning the clinical 
diagnosis and recommendations for treatment as well as the pur-
pose of the referral are contained therein. 
As it is the policy of the social service department to re 
cord only on formal referrals received on oases, there are somJ 
limitations on the adequaoy and aoouracy of the material obtain,d 
!/Aileen McBrien, The Public Relations of the Hospital, Publish~d 
in Readings in the Theory and Practice of Medical Social Work b 
i Dora Goldstine, University of Chicago Press, Chicago, 1954, p.5 .• 
in this study area. Most of the referrals are made for the pur 
pose of environmental modification in discharge planning. 
Florence Hollis describes this aspect of casework services when 
she says: 
nEnvironmental modificationt like all casework treat-
ment, must rest upon a diagnostic base that requires thor-
ough understanding of bcrth situational and psychological 
factors in individual adjustment. This refers to the case-
worker's attempt to bring about a more favorable environ-
mental change :for the patient. rr y 
As has been indicated in Table 8, listing treatment recom-
mendations of the physicians at the time of discharge, only 
three patients received casework services as recommended. In 
all three instances, the social workers effected transfers for 
the patients, enabling them to enter chronic hospital instit-
utions for long-term rehabilutation. Two of these patients 
lacked stability in their home environment prior to hospital a r 
mission, and upon discharge, had no home to which they could re-
turn. The family of the third patient was unable to meet her 
basic needs in her own home. These patients required continue 
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medical supervision, nursing care, diet, medication, physical 
therapy, rest and exercise, all of which could be more adequate, y 
obtained in a convalescent oare progr~. 
Table 9 further shows that the physici~ recognized the 
need :for referring six other patients to social service during 
the period of hosJ?i talization, but referral·s were not received 
by the social service department. All of the referrals were 
J:./Florence Hollis, nThe Techniques of Casework,n Journal of 
Social Casework (June, 1949), 30: 236-237. 
recommended by the physician during each of the patient's hO:?Pil~­
alization periods. As there were no written records available, 
the writer interviewed each house social worker covering the sal-
vices of these six patients to ascertain if they had known the 
patients. In each instance, it was clearly stated that these 
patients had not been referred by the attending physician durine 
the course of hospitalization. Two of the patients refused sucll 
a referral as·prescribed. There is no information available on 
the other four patients regarding the reason for failure by the 
physician to complete the referral as recomme~ded. It would 
appear that continuity of care would have been established if rE-
ferral for casework services and rehabilitation had been com-
pleted, as all other treatment recommendations were carried out 
by these four patients. 
The 70 year old patient for whom referral was rec.ommended 
for casework services and visiting nurse services suffered from 
a severe heart condition in the stages of rapid deterioration. 
He lived with his spouse who was seriously ill with a metastic 
oancer condition. In addition to the divergent medical problem~ 
that each presented to the other, there w~s evidence of some 
difficulty in the marital relationship between the patient .and 
his wife, Nursing home placement was suggested to the·patient 
by his physician during his hospitalization. The patient refusEd 
this plan, and later displayed some ambivalence around such plax -
ning which was documented in the out-patient medical record in 
subsequent clinic visits, Through the clinic social worker, thE 
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patient received the referral to the visiting nurse for bi-week]y 
injections but he did not receive casework services~ On the II 
basis of this information, the need for casework services seeme~ 
indicated in assisting this patient to make the best possible 
adjustment to his illness within his life situation. 
Social service was recommended fo~ another patient for in-
terpretation of recommendations. The medical record clearly inf 
dioated the doctor's concern about the patient's ability to und r-
stand recommendations. In the three month interview conducted 
by the writer, the patient readily admitted his early confusion 
about the nature of his illness in the ~irsn few weeks followin. 
~ospital discharge. Through h~ own initiative, this patient 
sought information and education about the nature of his illnes 
from the doctor, nurse and dietician in the diabetic clinic. I· 
the writer's opiniori, this patient had a olear understanding an~ 
acceptance of his illness. However, much of his initial anxiet I 
could have been alleviated if he had received the helpful assis -
anoe of a social worker in these areas, and it would have elim-
inated the necessity of reaching out to three other disoipl~nes 
over an extended period of time, The writer felt that the re-
sident physician was v_ery interested in this patient. and this 
could be ascertained ~rom the medical record but adequate infor 
mation was not available on the referral process, and this re-
sulted in the lack of its effective completion. 
A third patient was recommended for referral to social ser 
viae for financial assistance in helping with special, dieta~y 
needs. Exploration revealed that the patient had been ~eceivin~ 
Disability Assistance through funds from the Public Welfare De-
partment, and these needs were included in the monthly, budgetai~ 
grant for several weeks preceeding the nospital admission. For 
the fourth patient who had been recommended for a referral to 
I 
social service, there was no specific reason stated for the nec-
essity for such a referral. 
In the patient contact by the writer, in the three month 
period following discharge~ three of the patients revealed that, 
at least, on one occasion, they had been known by the clinic 
social worker when they returned to the out-patient, follow-up 
clinic. Two patients were referred to the Visiting Nurse Assoc. 
iation for weekly injections and the third was given insulin at 
no cost, At· this time, casework services were not received. 
The writer feels that two other patients may have benefitec 
from referral to social service during the period of hospital-
ization by affecting further agency referrals for recommended 
treatment which would have completed continuity of care. For one 
diabetic, bed-ridden patient, general bedside, nursing care and 
physiotherapy by the visiting nurses of the Sisters of Charity, 
a private, voluntary, nursing group, had been recommended, but no 
prov~sions were made for effecting such a referral , necessary 
to carry out the recommendation. The patient 1s family felt thai 
the hospital should have accepted responsibility for establishir,~ 
agency contact, transmitting instructions for required nursing 
< ~ care. The physician had recommended housekeeping services 
7.1 
for the second patient, but she was unable to obtain th~ servi<e 
due to the financial cost involved. This was the only break in 
continuity of service as all other treatment was received by the 
patient. This 13 year old, widowed patient was diagnosed with 
severe, arteriosclerotic heart disease and moderate diabetes, 
with a guarded, six months prognosis. Rer household duties conl 
~::~::l:~:~h::=::::::::::::::e:::::::~::~:::~:::::::~:::::~: ::J: 
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patient found it extremely difficult to curtail her physical 
activity in res~onse to the needs of her family. She adhered 
faithfully to the prescribed regimen of diet, medication and in· 
sulin injections with bi~m~nthly visits to her physician. Rer 
deep, maternal interest in the future of these children providec 
her with the strongest motivation to prolong her longevity. The~e 
warm, emotional, familial attachments induced continuity on one 
hand, while conversely, she refused to consider nursing home 
. 
placement as suggested, as she was unable to face separation fro~ 
her home environment. The writer is of the opinion that a re-
ferral to social service for further study and evaluation of the. 
patient's housekeeping needs may have proved hel.pful in perpet,. 
ua ting continuity of care reaei ve.d. Utilizati an of community 
resources may have assisted in bridging the gap in the needs of 
the patient. 
The writer has atte~pted to point out the significance of 
the referring process with its implications for the patient in 
following through medical treatment for continued oare! The im~ 
portanae of adequate communication among the interrelated dis-
ciplines is of great importance in planning for the total needs 
of the patient. In the three oases where referrals were received 
from the resident physician by the social service d~partment, t~l 
staff social worker assumed res~onsibility for recommended plan-
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ning and further interpretation of the individual needs of the " 
patient to the appropriate community resources. 
' Table 9. Social Set>Vioe .. Referrals Recommended-But-Not Received 
Case No. 
X-2 
X-3 
X-4 
X-5 
Reason For Referral 
· By Resident 
Casework services 
Visiting nurse 
referral 
Received 
None 
Referral to Alcoholics None 
Anonymous 
Vocational Rehabilitation 
Interpretation of 
recommendations 
Financial assistance 
Financial assistance 
·to help with diet 
Pu~pose not stated 
None 
None 
None 
None 
Reason 
No forma"'! .refe:vra~ 
by :phy-
sio:ia.n 
Refused l:lf 
patient 
by phy-
sio:ialn 
Refused r I 
:patient 
No refer~al 
by phys -~~t:isan 
No refer,,. 1 by phys·~iari 
" 
CHAPTER X 
SU:MM"ARY AND CON..CLUSlONS 
The UnJ. ted Community SeiJvices, through the,ir Medical Care 
Evaluation Study Program of their ~ealth Division, initiated a 
research study in the area of continuity of medioal care, dir" 
eoted by Dr, Leonard s. Rosenfeld, who was ~ssisted by Dr. Aved~~ 
Donabedian, and Mrs, Ruth Cowin, Sooial Work Consultant. 
This study r.epresented one. part of a group study undertaken 
concurrently by three Boston University Sohool of Sooial Work 
students, one student from Simmons School of Sooial Work, and 
Mrs. Ruth Cowin, a staff member of the United Community Service. 
Cases were selected from speoifio bands of severe, chronio ill-
nesses of heart disease, .diabetes, and rheumatoid arthritis,. and 
from each o~ the three general hos~itals, including Boston City 
Hospital, Massachusetts General ·Hospital and Beth Is~ael Hospit~i. 
The writer studied fifteen patients who received care at the Bo~ton 
City Hospital, 
Each of the three students fr.om Baston University School oi 
Social Work seleoted for study, one of the three diseases re-
presented in the patient group. The disease of arthritis, its 
etiology, symptomatology, treatment and prognosis, wa·s considere a 
by the writer. 
Each patient, and/ or his farn.ily was seen in one follow-up 
interview by the participants in this study in the period of 
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three months after hos~ital discharge in ovder to determine whi<'h 
services had been received, and com~aring these services with 
those which had been recommended at the time of discharge, and 
to evaluate the adequacy of these services. A uniform schedule 
was com~leted in order to obtain the ~recise data desired. 
The study was undertaken in an attem~t to examine the effelt-
iveness of medical follow-u~ care after hos~ital discharge, in-
vestigating those factors which contributed or hindered the con] 
tinuity of medical treatment by the ~atient as im~lied in the 
availability of medical and related services utilized in res~on e 
to their needs. 
As stated in the introductory cha~ter, the questions which 
follow have been studied: 
1. Did the ~atient receive the services recommended after · 
discharge? 
2. What were the faotors that may have hindered his ~rocur~ 
ment of needed services as related to his continuity of care? 
This study revealed that each of the fifteen ~atients und~I 
consideration presented similar ~roblems of a social, emotional 
and economic nature. The nature of chronic, disabling illness 
with its long-term com~rehensive treatment involved, contributes 
to the social and emotional needs of ~atients with heart disease 
diabetes and rheumatoid arthritis. 
Heart disease was the ~revalent diagnosis by a large major-
ity. One third of the ~atient grou~ had both heart disease ani 
diabetes. Rheumatoid arthritis was found to be least common in 
this: group. All of the patients were residents of the! City of 
Bo$ton, living in close proximity to the medical care facilities 
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of the Boston City Hospital. The majority of pat.ients w.ith chro1ic 
illness were found in the more advanced age groups, over si~ty 
years old, and with a relatively low income status! The source 
of financial income remained unchanged preoeeding and following 
hospitalization. Due to the aging factor, there were no marked 
occupational adjustments indicated for the majority of these 
patients. 
Those patients who resided in familial groups received more 
physical assistance in their convalescence and post-hospitalization 
care than the other patients. The majority ar patients in this 
study desired to return to a home environment of their own sel-
ection, upon hospital discharge, which in most instances,consist d " 
of their own familiar home environment, from whioh they were ad-
mitted to the Boston City Hosp_ital. There was universal agree-
ment among these patients that they could derive the greatest 
a~ount of benefit, satisfaction, security and happiness in their 
own environmental setting whioh would provide the maximum motiv-
ation for improved health. They preferred to perpet~te the co·-
tinuity of their medical oare within their own homes, enlisting 
the co-operation, through community planning, of available agenc~ 
resources to meet their individual health needs. Established 
home care programs providing medical and nursing supervision ser~ 
ved an important contributing factor directly related to the 
achievement of the aforesaid aims. It was generally agreed that 
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improved care at.home serves as a preventive deterr.eltt~ aga.inst 
further breakdown in illness, necessitating recurrent hospital-
ization, and that such home planning is conducive to optimum 
patient rehabilitation. It was found that five of the patients 
in this study were transfered to chronic hospitals for long-terr 
institutional care following their discharge from the Boston Ci1y 
Hospital- Three of these were resistant to such planning, bein) 
able to accept it only after facing their realistic limitations 
in providing for themselves in other ways. 
Only two of the patients under·consideration fully carried 
out the treatment recommendations which they received upon dis-
charge from the Boston City Hospital. The majority effected on~y 
partial continuity of medical treatment! For those patients whJ 
partially carried out treatment recommendations, it was found 
that they did follow through with their prescribed medical re-
gimen in most instances, They did receive further medical care 
by physicians through the facilities of the out-patient depart-
ment of the Boston City Hospital, home care programs of the 
Boston Dispensary and Massachusetts Memorial Hospi t?,l, ins.ti tut·. 
ional care at Long Island Hospital and Holy Ghost Hospital, ~~d 
through a local, private physician. It was found that the out-
standing areas wherein continuity of medical care disintegrated 
for tho.se patients centered in the rehabilitation serv.ices and 
the supporting social services. In the writer's opinion, the 
major causative factors which interfered with optimum continuit~l 
of care were the patients' own attitudes and feelin~~ toward.hif 
illness and treatment, and the inadequacies in the re~erral pro-
cess to the available resources. 
In this study, it could be clearly seen that there is a 
strong interrelationshi~ between the emotional ~acto~s o~eratin@ 
in a stress situation of illness which concurrently af~ects the 
degree and extent and continuity of medical care received. Eve~ 
illness presents a di~ferent meaning for each pati~nt. As th1s 
becomes known and understood, the ~atient can be hel~ed thro~gh 
casework methods in order to gain acce~tance of their illnes~, 
This would serve the ~urpose of facilitating the c~ntinuity.~f 
treatment reconun.endati·ons and rehabilitation measures. 
Due to the la.ck of inadequate referrals to social service 
within the Boston City Hos~ital, six of the thirteen ~atients re-
ceived ~artial continuity of medical care. In each of these in-
stances, the need of this service had been recognized .as this 
was s~ecifically indicated in. the ~hysician's medical records. 
However, a thorough check of medical social work recopus and in-
terviews by the writer with the social workers responsible for · 
. 
each service, revealed that the referral had not been submitted 
by the attending ~hysician. ~urther study in this area might 
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reyeal the reasons for failure ~Y the ~hysician to ef~ect referr~ls 
as recommended. As has been stated ~reviously, this ~articular 
study was not equi~ped to fully explore such factors as referral 
and information ex~hange which are im~li~d in the stat~d def~~it ~~ 
of continuity of medical care. From the information available 
in this study? it does seem to indicate the need for further 
research in this area which would involve the necessary explo~-
ation into communication with the various service agencies re-
presented to determine if adequate information had been provide~ 
w~en patients are referreQ for specif~c services. It wonlQ als1 
include case studies to ascertain whether the patient is see~ .. b~ 
the same physician in the continued utilizatio~ of the ~acilitiJ,~ 
of the out-patient services of the hospital. The Boston City 
Hospital is aware of the importance of this last concept which 
they have attempted to inculcate in their concept of continuity 
of medical care wherein the attending resident, upon discharge, 
plans with and for the patient around his futur~ follow-up clinic 
visit where he will be seen by the same resident. As regards 
this aspect, there was not sufficient information available on 
any uniform basis in this study from which any meaningful judg-
ments could be concluded. It was the writer's opinion that this 
study served the purpose of pointing up the need for further j 
consideration in these important areas to implement the adequat 
- 1 
examination of continuity of med~oal oare in the whole compo~~n 
of its individual and several parts. 
79 
APPENDIX 
n , 
... 
1. 
B IBLI OGRAJ?HY 
Books 
Bartlett, Harriet M. t Some Asp(~ots of Sooial Casework in a 
Medioal Setting. New Yorrr: George Banta Com:pany, 194 • 
2. Fields, Minna, :Patients Are Pec:>ple. New York: Columbia 
University P~esst 1953. 
3. MoBrien, Aileen, "The Publio R!alations of the Hos:pi tal, n 
Readings in the Theory anli Praotioe of Medioal Sooial 
Work. Dora Goldstine, ed:i tor. Chioago: University 
of CAioago Press, 1954 •. ' 
80 
4. Sohless, Bessie G., nsooial Ca!sework Servioes to the Arthri :i:iar 
Patient," Readings in the Theory and Eraotioe of Media 1 
s.ooial•. Work. Dora Goldst:ine, editor. Chioago: 
Uniw.ersi ty of Chioago Prtess, 1954. 
5. U.Pham, Florenoet A Dynamio A;p:p,:roaoh to Illness. New York: 
Family Servioe Assooiatio;n o:r Airierioa, 1949. 
6. 
7. 
9. 
10. 
Periodicals and Pamphlets 
Abrams, Ruth D., "Sooial Case 'ti'lork With Canoer Patients, n 
J'ournal of Sooial. Case Wo'rk: ~eo ember, 1951. t'o/ . .3ez:¥q.S:Y3
1
. 
Ceoil,. Russell L., M.D., Diet rand Your Arthritis. New Yorld 
The Arthrit.is and Rheumatism Foundation, 1956. 
Hollis, Florenoe, "The Teohniq:ues' of. Cas-ework, n Journal of 
S?aial Casework,~Ju.ne, 19·49. v'o/.?JIJ:~3S -~¥'/. 
John Hancook Life Insuran9e C.o;mpany.; Health Eduoation Servi Je, 
· Arthritis, 1955. 
Committee and Annual Reports 
Annual Report, Medical Social Work at the Boston City 
Hosp.ital, October, 1914 - January 1916. 
11. Annual Report, Stop Arthritis. New York: The Arthritis an~ 
Rheumatism Foundation, 19,55. 
12. Boston City Hos:p~talt Friends of the Boston City Hospital, 
Bulletin;'June, 1950, Vol•a.me 1, Number 4. 
81 
13. Boston City Hos:pi tal; The Sixty-Seventh-Annuai Report of th:.9 
Trustees of the Boston City Hospital. Boston: Municipal 
.Press, 1~31. 
14. Greater Boston Community Counc1il, Directory of Social Re-
sources. Boston: 1947. 
16. New York Heart Association, Nomenclature and Criteria for 
Diagnosis of Heart and Blood Vessels. New York: 1952~ 
17. Social Service Committee, Re;po,rt for the Year, 1955, Depart~ 
ment of Social Work. Bos1ton: Municipal Press, 1956. 
Unpublished Material 
18. Boston City Hospital, nAp:pointments as Interns an~ Resident~,n 
July 1, 1956 - July 1, 1957. 
' 19, United Community Services, "InJstructions for Completing of 
Medical Inventory Study of Continuity of Medical Care,' 
1956 (mimeographed). 
20. United Community Services, nTo,wards a Healthier, Happier 
Community, "Boston. 
21. United Community Services~ "Me1dical Care Evaluation Studies, n 
1956 (mimeographed), 
22. Rosenfeld, Leonard s., M.D., Director of Medical Care Eval~ 
uation Program, U.C.S., ncontinuity of Medical Care.tt 
Boston: 19!:$6. 
:.f'::DICAJ~ CAliP i'!!At•rA TlCN f..,'11TDJ>.S 
~ 
~o-~n~t~i•n~u~i~·~----~e~ 
fP.l~~tp Into:M.I".i 
rilia. tion ________ ~-------·-... ---
be of inte:rview. ______ ,~---·----~--
I.!!:m tif,ying DJ;l~'E.. 
"" '.i!Giie' Yor "c'Oii'q)1et.ion -c;r.,....=-···t 
interview 
r~me3----------~-~~-~---~-----·---~-------------~--------~~ 
Fhona Numbers 
~-----·-t~---------------------~~-~~~ 
Lt Date 
"""" 
~---·~~~------
Mart1 tal Ftatus~ ... Q . ------· ·-~~·,.~ 
Hospital rlo" ; 
~~::.to\~, 
Dat Diachargeda 
I ~~_.-=-----¥-0-----~--~------PC~~~ 
~ .. ~---.. ---------=~--·-·l'>(t:lj/!1 
11'se this cc>lumn for apuoir.utment time or tor ra actlng inforroo.tion. as to '~then ~llil.\. 'iiX:.eH 
't'eapondent can be £ound.o 
I 
.... -j------···--·-· ..... -·------=----·-----
1 
--------~-------------------1 
:: ] 
I 
I 
(Current) IIIo ~ivin&, .Arrsnl!.ementsa 
Ao Households& 
I 
lo Living nth spouse and other f'am~y mEil'!bers::: 
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..___~ -----~---
_______ .... ------------- ____________ ..,___ -~ 
-------
Co ,.,.orked since dischargeo 
1" Full-timu weeks 
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Recommended or Amount CAgency; 
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Regimen \ 
1 .. Diet 
2o Rest & Exercise 
3., Oral Medication 
4o Parenteral medo 
5o 0 ther ( specify) 
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-1 
t-Juraing . 
la Bedside care 
2o Obserq tion 
3o Injection 
lto Dressing 
5o Demonst.,~Instruca 
6o Rxercise» activ.i~ 
7o Other ( specify) -
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=t - -,.,.--= Institutional 
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S~ial Servi(!eS 
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2., ca.~~el9"{):t'k t.toeatment 
l l 
I 
Services Received 
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